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INSTRUMENTAL METHODS FOR THE STUDY OF HUMAN 
PHYSIOLOGY AND THEIR RELATION TO 
EXPERIMENTAL MEDICINE.* 


WARREN PLIMPTON LOMBARD, 
Ann Arbor. 


I have lately been reading with great 
pleasure an article by Lewellys F. Barker, 
entitled “An Intersemestral Excursion” 
(Jour. of the Amer. Med. Assoc., xliv., 
1905, p. 493 and 734). Although a clin- 
ician, he is evidently greatly interested in 
Physiology. He says: “Physiology stands 
closer, perhaps, than any of the other so- 
called fundamental sciences to the practis- 
ing physician, to whom its relation is that 
of anatomy to the surgeon.” I sometimes 
wonder whether this opinion is shared by 
most physicians. I have more than once 
heard physicians say, “I know nothing 
about physiology,” although it seems to 
me that they can never examine a case 
without studying the physiology of the 
patient. I fancy that the physiology of 
the sick room, although still physiology, 
goes by another name. 

It is true, however, that the methods of 
the modern physiological laboratory are 
strange to most of the older physicians, 





*Read before the Detroit Academy of Medicine, 
April 25, 1905. 


because many of these methods have been 
developed within comparatively a few 
years, and they cannot be acquired by 
merely reading. There were no physiolo- 
gical laboratories even in New York city 
as late as 1885. The first and for a num- 
ber of years the only physiological labora- 
tories in this country, dealing with the 
physical problems of physiology, were 
Bowditch’s laboratory at Harvard, and 
that of Martin at Johns Hopkins. Now 
we find well equipped laboratories in all 
of the best medical schools, and in many 
of them the students are required to take 
practical laboratory courses in physiology. 

Barker would like to see connected with 
our medical schools a chair of “‘Pathologi+ 
cal Physiology” or “Observational and Ex- 
perimental Medicine.” He says that there 
are two reasons why it is desirable: 1. 
That the influence of clinical work on hu- 
man beings should be felt in the experi- 
mental laboratory. 2. That men trained 
on the experimental side should be 
brought to the bed-side. 
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There are three such chairs in Austria: 
in Vienna, Innsbrueck, and Prague, and 
it is expected that one may be developed in 
Berlin. 


Dock has been doing such work 
with limited facilities, for a num- 
ber of years at Ann Arbor, and cer- 
tainly there will be a strong department of 
the kind in the University of Michigan as 
soon as it can be brought about. It is not 
unlikely that under the influence of Barker 
such a department will be set on foot at 
Johns Hopkins, 


There ought to be in a medical center 
such as Detroit a well equipped experi- 
mental laboratory with a few hospital 
rooms attached, where patients could be 
sent for examination by experts, or where 
a physician, if acquainted with laboratory 
methods might go and with the aid of the 
experts in charge carry on the necessary 
work. But it may be asked: 

“Are not the present methods of physi- 
cal diagnosis sufficient? They are crude 
and incomplete. They are almost entirely 
qualitative, and are such as would not be 
tolerated in any exact scientific research. 
Medicine does not claim to be an exact 
science, but it ought at least to become 
far more exact than it is. In all forms of 
scientific work the personal equation of 
the observer should be as far as possible 
excluded. Yet in our present methods the 
physician depends almost wholly on what 
he sees, feels and hears, and his own con- 
dition at the time intrudes itself into 
every stage of the work. 


It is astonishing how much the physi- 
cian can learn concerning the condition of 
the patient in spite of the fact that he is 
forced to work as he does. Suppose there 
was something wrong in an electric power 
plant; the furnaces were not supplying 
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enough energy, the dynamos were not 
working properly, or something was out 
of order, just what was uncertain. Sup- 
pose that an expert was called upon to tell 
what was the matter, but was told that he 
could not go into the building; that he 
could analyze the coal that went in and the 
ashes and gases that were given off, that 
he could test the amount of energy leav- 
ing the building as neat and electricity; 
that he could inspect the outside walls 
and even put his ear to the wall and listen 
to the machinery but that he must not go 
inside. Do you think he would want the 
job? Such is practically the position of 
the physician when he is called on to diag- 
nose a case. It is true that the physician 
can question his patient concerning his 
sensations, but this is much as if the elec- 
tric expert asked a stupid engineer what 
peculiarities the dynamo showed. The 
answer in either case might be more mis- 
leading than instructive. If one is to work 
under these disadvantages he must cer- 
tainly employ every available means of as- 
certaining the condition of the patient. 
A large part of the vital activities of 
the body occur without any external evi- 
dence of a type to be detected by the 
unaided sense organs. We have been 
forced to form our judgment from a few 
data, and to draw our conclusions from 
the facts learned in the autopsy room 
from previous cases and the information 
gained by the study of similar processes in 
animals. Human physiology in the past 
has been largely animal physiology carried 
over to men. With the development of 
new forms of physical apparatus and new 
methods of physical examination of the 
human body, we are, however, beginning 
to obtain fairly exact information con- 
cerning the functional activities of the 
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bodies of men, and the time will come 
when a book on human physiology can be 
written. 

It was such considerations which made 
me ask myself what methods has the 
physiologist today to offer.to the physi- 
cian to aid him in his diagnosis? What 
instruments and methods for studying hu- 
man physiology exist, and which ‘of them 
have been sufficiently perfected to give 
reliable results? Of instruments and! 
methods there are a multitude which have 
proved of value in the study of the physi- 
ology of the lower forms, and many of 
these can undoubtedly be adapted to the 
study of human physiology. I shall 
weary you with the list, in spite of the fact 
that I shall cut out a large number of 
those with which you, as practising physi- 
cians, are familiar, for example, the meth- 
ods employed to measure existing, and 
relatively stable conditions—e. g., height, 
girth, form, structure, weight, and tem- 
perature; the chemical, histological and 
bacteriological methods of determining 
the condition of the various fluids and 
gases of the body; methods for studying 
the metabolism of the body, the calori- 
metric method which has been brought to 
such perfection by Atwater; the various 
methods for stimulating sense organs, 
nerves and muscles to action, and of test- 
ing their capacity to respond to. appro- 
priate stimuli. 

Passing over all these, there is another 


class of methods which is being rapidly 


perfected in physiological laboratories, 
but which has as yet been used but little 
by the physician. I refer to the graphic 
and allied methods employed in the study 
of the changes in the body produced by 
various forms of muscular activity. 


The contraction of the muscles which 
limbs, 


move the thorax and _ abdo- 
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men, of the heart muscle, and of the 
muscles in the walls of the blood vessels, 
etc., cause changes of position, form and 
volume of corresponding and even dis- 
tant parts of the body, and lead to altera- 
tions of pressure in the fluids of the body, 
and often to production of sounds and 
changes in electrical condition. Many of 
these phenomena can be detected and 
measured with considerable accuracy. 
Not only may these changes be studied 
quantitatively, but the time relations of 
their occurrence may be ascertained to 
the thousandth of a second and so their 
interdependence be determined. Such a 
study to give exact results, requires the 
use of moving surfaces on which the 
movements may be recorded, apparatus 
for gauging the rate of movement of 
these surfaces, apparatus to measure the 
extent, strength, direction, and rate of 
the movements and the amount of the 
changes in pressure, volume, sound, and 
electrical condition. Many of these forms 
of apparatus and methods are most inge- 
nious, and I wish that we were at the 
laboratory at the University so that I 
might demonstrate some of them to you. 

The surfaces on which the records are 
taken are plates, moved by a pendulum, 
a spring, or a vibrating fork. Drums 
moved by hand, falling weights, clock 
work, or electric or water motors. The 
plates and drums are covered with paper, 
and the record is in ink, or the paper re- 
ceives a coat of soot, which is scratched 
off by the writing point, the writing being 
fixed later by a coat of shellac. 

The rate at which the surface moves, is 
recorded on it as it moves, by electro- 
magnets, actuating levers, and magnet- 
ized at regular intervals from clocks, met- 
ronomes, vibrating reeds, or tuning forks, 
which make and break the electric circuit 
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at regular intervals. The time record is 
given for any desired amount from a sec- 
ond to five one-hundredths of a second. 
The movements of the part to be 
studied may be recorded directly, by the 
part touching the surface, or indirectly by 
means of a great variety of writing me- 
chanisms, e. g., myograph levers, or tam- 
bours which transmit the movement to a 
distance by air transmission. This latter 
method, in the hands of Marey, led to the 
construction of a great many mechanisms 
adapted to record special types of move- 
ment, the cardiograph, to record the apex 
impulse of the heart, the pneumograph, 
to record the respiratory movements of 
chest and abdomen, the sphygmograph 
to record the pulse, apparatus to record 
the movement of the limbs, of special mus- 
The instant that 
a movement occurs can also be recorded 
by letting it break an electric current pass- 
ing through an electro-magnet. The 
strength of a movement may be recorded 
by some form of dynamometer, and the 


cles, of the larynx, etc. 


amount of work done and the endurance 
by an ergograph. The amount of pressure 
of a fluid can be recorded by a mercury or 
spring manometer, and lately a host of 
instruments have been devised for record- 
ing human blood pressure. They bear the 
names of their inventors, V. Basch, Mos- 
so, Hill-Barnard, Oliver, Riva-Roci, 
Gaertner, Erlanger, Janeway, etc. I think 
Erlanger’s is perhaps the best. (The 
latest form is described in the Johns Hop- 
kins reports VII, 1904, and the same 
number contains an article by Erlanger 
and Hooker giving the results of their 
experiments on human blood pressures. ) 
Changes of volume of a part can be 
recorded by the plethysmograph, the part 
being placed in an air tight chamber, and 
the movement of the fluid or air in and 
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out, as the volume changes, is recorded by 
a tambour, piston recorder, bellows re- 
corder or gas tachygraph. 

The use of the microphone allows the 
time of occurrence of sounds to be re- 
corded. Thus Huertler connected a mi- 
criphone, placed on a man’s chest over 
the heart, with an induction coil which 
stimulated a frog’s muscle, which re- 
corded its contraction and so the time of 
the sound on a myograph drum. A still 
better method is that of Einthoven, who 
used a microphone and a capillary electro- 
meter to obtain a record of the sounds of 
the heart. A photograph of the move- 
ments of the column of mercury in the ca- 
pillary’ revealed the complex elements 
which enter into the sound, and these were 
found to change under pathological con- 
ditions, 

Every muscular movement, that of the 
heart for example, is accompanied by an 
electrical change, and this can be observed 
with the capillary electrometer, and can 
be recorded photographically. 

Have I tired you with the catalogue? 
The list is by no means complete, but at 
least may serve to show that there are 
many ways of attacking the problems of 
human physiology, besides those em- 
ployed by the practising physician. 

But you will ask, “How many of these 
are practical, 1. e., capable of being em- 
ployed by the ordinary physician in his 
daily practice?” Certainly very few. All 
of this apparatus properly arranged can be 
made use of in studying the physiological 
activities of men, but at present the meth- 
ods are incomplete and cumbersome. 
They are capable, however, of being devel- 
oped into forms which will render impor- 
tant service to the physician. There is a 
big field of research open here, and one 
which will some day yield rich fruit. 
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Would it be of use to the physician if he 
could get infomation on such questions as 
the following: 

The relative duration of the systole and 
diastole of the heart and how this is 
altered by exercise and other influences. 

The changes in the character of the 
sounds of the heart which may occur un- 
der pathological conditions. 

The time of the coming of the heart 
sounds with respect to the instant that 
the muscle contracts. 

The character of respiratory move- 
ments, of the thorax and the abdomen. 

The exact ratio of respiratory move- 
ments to heart rate, and the way the ratio 
changes under the influence of exercise. 

Rate of progression of the pulse wave, 
as an indication of the condition of the 
arterial wall. 

The exact character of the pressure 
waves in the artery, what we term the 
pulse. 

The time relation of a venous pulse to 
heart action. 

The influences which are most potent 
in a given patient to alter the blood pres- 
sure. 

The capillary blood pressure in a part. 

The condition of the central nervous 
system from the standpoint of overflows 
from one group of nerve cells to others, 
e. g., the reéforcements of the K. J.; the 
effect of reflex and psychic influences on 
the vaso-motors; the effect of the swal- 
lowing center (?) on the heart and respi- 
ratory centers; the effect of the respira- 
tory center on the heart centers. 

The capacity of the heart and vaso- 
motors to maintain the blood pressure un- 
der varying conditions, e. g., effect of po- 
sition, exercise, etc. 


normal crossed vaso- 


Whether the 
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motor reflex to cold is exaggerated or de- 
creased. 

The time of a reflex act such as wink- 
ing. 

Reaction times to sights and sounds, 
so necessary in some trades. 

The rate of discharge by the Anterior 
horn cells to the muscle by a voluntary 
act. How this is altered by fatigue, 
tremors, 

The capacity of muscles and the cen- 
tral nervous system for long-continued 
muscular work. 

The capacity of a subject to make rapid 
muscular movements. 

The tonus of a muscle at a given time. 

An adaptation of the experimental 
methods at present in use in our physio- 
logical laboratories would enable the phy- 
sician to obtain valuable information on 
all these questions. 

It is especially in those obscure cases 
diagnosed as functional disturbances, 
which means that the physician is unable 
to detect any lesion or any adequate cause 
for the difficulty, that laboratory methods 
should be brought in to help the diag- 
nosis. 

In a large majority of cases the physi- 
cian must trust to the body to heal itself. 
He can help the work along, however, if 
he understands the physiological condition 
of the patient completely, and can bolster 
up the weak sides. More complete means 
of physical examination would supply in- 
formation which would help him to do 
this. The family physician is often con- 
sulted with reference to the care of chil- 
dren, and whether, for example the boy 
or girl should be allowed to take vigor- 
ous physical exercise, and if so of what 
kind. I am afraid the answer is too often 
a common sense answer based on no very 
accurate knowledge of the condition of 
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the child. We know how to study people 
who are really sick, but we do not know 
how to study the condition of those who 
pass for well but who might have better 
health. That is what we must learn to do 


if we are to improve the breed. 
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The day will come when we shall be 
able to estimate the phystological and 
psychological character of the individual 
in a way that we do not even dream of. 
We have only just begun to study the 
physiology of men. 





The study of the ear has been rela- 
tively late in arriving at any considerable 
dignity amongst the other branches of 
medical lore. It long rested in the hands 
of quacks alone. Sir Ashley Cooper hav- 
ing been so fortunate as to improve the 
hearing of a patient, soon had his con- 
sulting room crowded with the deaf and 
was obliged to drive them away lest his 
reputation suffer with his fellow practi- 
tioners. Only thirty years ago more than 
one famous surgeon was fond of saying 
“ear diseases may be divided into two 
classes: those which can be cured by any 
general practitioner and those which be- 
ing incurable may be relegated to the ten- 
der mercies of the ear specialist.” While 
the development has been all along the 
line, the two greatest achievements of 
otology have been in the way of prevent- 
ing and curing deafness by attention to the 
nose and throat and in the care of suppu- 
rations of the middle ear and mastoid. It 
is with the last that we are especially con- 
cerned this evening. 

As Stacke has well said: “Otology is an 
offshoot of surgery and only in close ad- 
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HISTORICAL SKETCH OF THE RADICAL 
MASTOID OPERATION.* 


RAY CONNOR, 
Detroit. 





herence to it and in true and conscienti- 
ous observance of its principles is success 


to be sought for and to be found.’ The 
surgery of the temporal bone is peculiar 
only so far as its anatomy and relation- 
ships render it so. It has profited by the 
advances in general surgery due to the 
introduction of anesthetics and the prin- 
ciples of asepsis, and general surgeons 
Lave contributed largely to the develop- 
ment of the various procedures whicn 
have been applied to the treatment of sup- 
puration in this region. 

Curicusiy enough the opening of the 
mastoid was first suggested in 1649 by 
Riolanus as a cure for cases of occlusion 
of the eustachian tube. It was not, how- 
ever, until about a century later that the 
bone was actually opened, and then for 
quite a different reason. Petit in 1750 
opened the mastoid with a gouge and 
hammer for the evacuation of pus. At 
about the same time, Morand seems to 
have opened the mastoid and drained an 
intracranial abscess. Quite ignorant of 
this work in France, Jasser, a Prussian 
military surgeon, opened a carious mas- 
toid with a probe. His ignorance of the 
anatomy is shown by his surprise that 
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fluid injected into the sinus could come out 
of the nose. The patient was so gratified 
by the relief from intense pain obtained, 
and increased hearing that he insisted on 
having the other ear similarly treated as 
it had a chronic discharge and loss of 
function. This was then opened through 
a healthy cortex by a trochar and a good 
result obtained. The operation of Jasser 
became well known and bore his name. 
The indications were not understood and 
it seems to have been employed for a time 
rather indiscriminately to relieve deafness 
without otorrhcea. The physicians of that 
day gave rosy reports of their success as 
the hearing of some was restored and no 
harm seemed to result to any. In 1791, 
however, Berger, the King of Denmark’s 
physician, suffering with impaired hear- 
ing and a very annoying tinnitus, pre- 
scribed the operation for himself. 
Through the lack of skill of his surgeon 
or anomaly of his temporal bone, the tro- 
char penetrated the brain instead of the 
mastoid antrum and the patient died of 
meningitis in a few days. This closed 
the vogue of the operation for many years 
and it was not attempted again in more 
than half a century. In 1858, Wilde, the 
great Dublin aurist, whose name still 
clings to the incision made behind the ear 
for post auricular abscess, wrote, ‘“‘as the 
success attending the procedure must be 
very doubtful and the hazard very great, 
it is never resorted to in the present day.” 

Toynbee, in his celebrated work on the 
ear in 1860, devotes six chapters to the 
consideration of the external auditory 
meatus and but one to the mastoid. This 
latter is chiefly devoted to the autopsy 
records of mastoid cases in which no oper- 
ation was done and the patients died in 
consequence. Notwithstanding this he 
wrote in another place: “I have never per- 
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formed this operation, but I should not 
scruple to do so in a case where the life of 
the patient was threatened.” 

The revival of the mastoid operation 
came from Germany, although isolated 
cases were reported in other countries. 
The mastoid was opened by mallet and 
gouge by Forget (1849), Billroth (1867) 
and Rouge (1869). In 1861, Troeltsch 
perforated the mastoid in a case of acute 
suppuration of the middle ear which an 
external Wilde’s incision had failed to 
benefit greatly. Crosby amongst the 
mountains of New Hampshire opened up 
three mastoids with a gimlet in 1864 and 
obtained good results. In the same year 
Follin reported a successful case in 
France and Ludwig Mayer in Ger- 
many. It was really due to Schwartze 
of Halle that this procedure was 
established on its present firm foot- 
in. In 1873, he reported a series of 
50 cases and four years later 50 more. 
The operation since then has deservedly 
borne his name. It was at first performed 
not only in acute and subacute cases but 
also in chronic ones and some good re- 
sults were obtained even in these latter 
cases. It remains after thirty. years as 
the treatment par excellence of acute mas- 
toditis requiring operation. 

The treatment of chronic suppurative 
otitis media has long been the subject for 
discussion. The relative importance of 
this physical sign has not been generally 
recognized either by the profession or the 
laity. Many physicians used to think as 
little of it as an attack of gonnorrhcea or 
a cold in the head. The appreciation of 
these so-called minor complaints is get- 
ting more and more general as the results 
of neglected cases are more carefully 
studied. A few men have long felt the 
danger of continued suppuration from the 
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ear. Wilde, in 1853, wrote: “So long as 
a discharge from the ear exists, we are 
never able to say, how, when, or where it 
may end nor to what it may lead.” 
Troeltsch, a few years later, held 
that a person suffering from a chronic 
ear discharge should be sub- 
jected to military duty, because he is ex- 
posed in the performance of this service 
to many injurious influences which may 
cause his life to be in danger. Those 
shrewd students of mortality records, the 
life insurance companies, have long held 
and still do that these cases are not good 
risks and can only be accepted at an in- 
creased premium. As is well known 
many persons go through life apparently 
little inconvenienced by the discharging 
ear they have had since childhood. On 
the other hand over 80 per cent. of brain 
abscesses are caused by infections from 
chronically discharging ears. The otolo- 
gical literature is filled with the reports 
of cases of intracranial involvement, sinus 
thrombosis, meningitis, cerebral and cere- 
from chronic 


not 


bellar abscesses arising 
otitis. 

The treatment of chronic discharge 
from the middle ear is almost infinitely 
varied. Into the medicinal treatment, I 
will not go as the very multiplicity of 
methods prove conclusively that none are 
more than partially successful. <A fair 
trial of several weeks or months should 
be given to the case providing no urgent 
symptoms are present. Should local 
treatment intelligently employed fail to 
relieve the case the question of operation 
should be carefully considered and pre- 
sented as fairly as possible to the patient. 
One of the most important principles of 
bone surgery is to provide for free, un- 
hindered and spontaneous drainage. This 
is peculiarly difficult to obtain with the 
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Thus the- 
oretically the focus of infection should be 


cavities of the temporal bone. 


removed in every case by surgical inter- 
vention if other means fail. fortunately 
certain of these chronic cases are fairly 
clear in their indications, but a much 
larger number have to be decided in ac- 
cord with the experience of the individual 
operator and cannot be decided accord- 
ing to any fixed set of rules. Where acute 
symptoms of pus retention occur in 
chronic otitis media, the indications are 
absolute for surgical interference. The 
same is also true when brain symptoms 
become threatening, but the desirability 
of interfering before the brain becomes 
involved can hardly be overestimated. 
Cholesteatomata can only successfully be 
treated surgically. The radical operation 
should also precede operations on the 
brain for intracranial complications due 
to middle ear disease. The indications 
may be much less urgent and still call for 
operation. Thus the toxemia from a mas- 
toid and middle ear infection may keep a 
patient in ill-health for years with very 
indefinite symptoms such as headache, diz- 
ziness, vertigo, nausea, gastro-intestinal 
symptoms, malaise and greatly impaired 
vigor which clear up completely after the 
source of infection is removed. Macewen 
has well compared chronic otitis with 
chronic appendicitis, although the one oc- 
curs in a functionless appendage and the 
other in a highly specialized sense organ. 
Both affections are pyogenic. Both are 
apt to invade neighboring tissues, the 
peritoneum and the intracranial struc- 
tures. Both are insidious in their action 
and tend to undermine the health of the 
individual. Both tend to precipitate a 
sudden serious illness which is often fatal. 
In both an early and complete operation 
not only relieves the patient from the 
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depressing effects of the disease but at 
once removes the possibility of a sudden 
and fatal termination. In both many 
lulled into a sense of security by the appa- 
rent passivity of the disease and its long 
duration and arguing from the fact 
that as patients have recovered from 
one attack, they are equally likely to re- 
cover from another, postpone the opera- 
tion until the peritoneum in the one case 
and the brain in the other become in- 
volved and a fatal termination is immi- 
nent, but then it may be too late to save 
the patient. 

When operative interference has been 
decided upon some prefer to try an ossi- 
culectomy before doing a radical opera- 
tion. This has the advantage that it can 
be done through the meatus and so re- 
quires no external wound. The depriva- 
tion from work is also for a shorter time. 
On the other hand the work must be done 
in the dark as the attic cannot be seen 
and the curetting must be done blindly. 
One can never be sure that all the disease 
is removed. The practical test of experi- 
ence does not bear out the hopes of ear- 
lier enthusiasts, as many of the cases come 
back little benefited by the procedure and 
requiring a more extended operation. It 
seems, however, to be of service in a small 
number of selected cases. 

It was Kuster of Berlin, in 1889, who 
first censured aural surgeons for doing 
their work in the dark and who dwelt on 
the necessity of free exposure of all the 
cavities of the middle ear during both 
operation and after treatment. Following 
out his line of thought, Zaufal and Stacke 
about the same time devised the radical 
operation which, with various modifica- 
tions, has come to stay. The resulting 
operation is very much the same whether 
done according to either method as they 
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each begin at the opposite end of the same 
job. Thus Stacke begins from the 
meatus and exposes the attic by removing 
its outer wall and part of the superior wall 
of the meatus. Then the aditus is exposed 
by the removal of the posterior superior 
wall of the meatus, and thus the antrum 
opened and cleaned out. Zaufal, on 
the other hand, goes into the an- 
trum through the cortex and_ then 
exposes the aditus by removing 
the posterior superior wall of the 
meatus and the outer wall of the attic. 
The method of Stacke makes the finding 
of the mastoid antrum comparatively easy 
and prevents any injury to the lateral 
sinus arising from an anomalous position 
which is: sometimes found. Zaufal’s 
method, on the other hand, gives a freer 
exposure and makes the operation a more 
open one. The cutaneous incision is be- 
gun above and about one-half inch 
before the pinna and is continued in 
a curve about one-half inch  be- 
hind the auricle to the mastoid 
tip. This is extended to the bone and the 
periosteum and other tissues stripped back 
until the meatus is well exposed. In his 
original operation, Stacke freed the 
cutaneous meatus and stripped the entire 
canal away from its bony wall. Later he, 
as well as Zaufal, found that it was suff- 
cient to free the posterior and superior por- 
tions of the canal and to leave the anterior 
and usually the inferior still in place. The 
necessity of a good light for the rest of 
the operation cannot be overestimated as 
well as a good assistant to keep the field 
dry and free from blood and debrie. In 
this way the entire bone can be laid open 
for examination and all the disease seen 
and removed. It is in removing the 
bridge of bone over the aditus and antrum 
that the facial nerve is most likely to be 
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injured, although with a field well cleaned 
and illuminated it can readily be identified 
from its relationship to the external semi- 
circular canal which shows its smooth and 
whitened structure above and a little be- 
hind the fallopian canal in which the nerve 
lies. The removal of the outer wall of the 
attic is necessary in order to bring the 
upper part of the meatus into the same 
plane as the tegmen tympani and so leave 
the entire attic open to inspection through 
the meatus. The object attained by the 
whole operation is the removal of all dis- 
eased tissue and the throwing the cavities 
of the tympanum, attic, aditus, and .an- 
trum into one large cavity which can be 
seen and treated through the meatus dur- 
ing the entire after treatment. More 
modifications have arisen in the treatment 
of the posterior wall of the cutaneous 
meatus than in any other one feature of 
the operation. In Stacke’s first operations 
he merely slit the posterior wall and did 
iot suture the post auricular wound. 
Panse proposed a method by which the 
posterior wound was immediately  su- 
tured and a tongue-shaped flap formed by 
two parallel incisions along the superior 
and inferior wall was kept in place by su- 
tures. Korner some years later modified 
this by cutting into the cartillage of the 
concha so that the cartilagenous meatus 
was widened and a better access given to 
the field of operation for the after treat- 
ment. Others have resected portions of 
the cartillage sd as to give even more 
room. 

Perhaps the most important modifica- 
tions in the last few years are those pro- 
posed by Ballance in the use of epithelial 
grafts in order to hasten the healing, 
which has been and still is very tedious. 


In his first communication, Ballance pro- 
posed the dividing of the operation into 
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two portions, one to remove the disease 
and cure the suppuration and another to 
heal the wound of the first operation. An 
ordinary radical operation, according to 
Zaufal, is first done and the post auricu- 
lar wound sutured. - Then in adults at the 
end of 10 days to 3 weeks the posterior 
wound is reopened and the skin grafting 
done. The grafts are shaved from the 
arm or thigh and introduced into the bone 
cavity by the aid of section lifters. Ii 
possible one large graft is utilized to cover 
the entire surface desired, but where this 
is impossible, several smaller ones can be 
used, care being taken not to allow them 
to overlap. The blood and air have to be 
completely removed from under the graft 
in order to attain success, and the hemorr- - 
hage is one of the reasons why this pro- 
cedure cannot be carried out at the time of 
the original operation. The grafts are 
then covered with gold leaf of great thin- 
ness and a strip of iodoform gauze is in- 
troduced into the meatus. The posterior 
wound is resutured. A week later the 
gauze is changed and 8 or 4 days later the 
gold leaf can be removed. The epithelial 
grafts shed their outer epithelium 2 or 
3 times during healing. The results as to 
hearing do not seem to be improved by 
the grafts, but the quickness of recovery 
is accelerated provided the grafts take. 
They may serve to close the eustachian 
tube, but as this has lost its function, this 
is rather an advantage than otherwise. In 
his last communication, Ballance has 
changed his views somewhat as his experi- 
ence with this operation has enlarged. He 
no longer lays such stress on the use of the 
electro-motor burr in the bone part of the 
operation, but combines with it the use 
of the gouge and mallet. While he be- 
lieves the ideal operation should be com- 
pleted in one sitting, yet under existing 
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circumstances he advises still another 
stage to the two already laid down. This 
consists in a careful removal of the main 
portion of the graft on the 3d to 6th day, 
leaving a delicate layer of epithelium be- 
hind. This is the more necessary the 
thicker the graft inserted. Instead of an 
average of 3 to 4 months, as is necessary 
without grafting, Ballance claims an aver- 
age of 5 to 6 weeks as the necessary time 
to cure the case from the time of the first 
operation, 

The increase in the popularity of this 
operation has been enormous amongst 
aurists not only here but abroad. Only re- 
cently one Englishman reported his expe- 
rience as based on 400 cases treated by 


operation. The pendulum swings from 
one extreme to the other. The happy 
mean between meddlesome interference 


and a dangerous conservatism is hard to 
maintain. I have seen patients from a 
six months babe to a sixty-year woman 
subjected to the radical operation, and 
while it may be a little overdone in cer- 
tain large clinics and by individual oper- 
ators, still it is not by any means so gen- 
erally employed as it deserves and prom- 
ises to be. In no operation is a strict 
knowledge of anatomy more important or 
where an overbold rashness may do more 
harm, 

My personal experience with this oper- 
ation is based chiefly on cases operated on 
at the Manhattan Eye and Ear Hospital. 
During my second year’s service the oper- 
ation became very popular and we used to 
do about as many radical mastoids as sim- 
ple ones. The half-dozen cases in which 
| had occasion to do this operation came 
‘rom the various clinics of the institution. 
Several of my cases were secondary 
to Schwartze operations in which the 
post-auricular wound had failed to heal 
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and a discharging ear and sinus remained. 
These healed nicely after the radical oper- 
ation had been done, although no skin 
grafts were used to hasten the epithelializ- 
ation, Another of my cases was a boy of 
about twelve with a chronically discharg- 
ing ear and a marked and progressive 
atresia of the external meatus. Upon ex- 
amination under an anesthetic the middle 
ear was found filled with cholesteatomat- 
ous material and a _ radical opera- 
tion was advised. At operation the mas- 
toid was found filled with a cholestomata 
which extended into the middle ear and 
attic and was causing the closure of the 
meatus. The entire mastoid had to be 
cleaned out and a radical operation was 
then done.. A Korner flap was made from 
the posterior wall of the cutaneous canal 
and the wound sutured behind. The case 
healed up nicely and no further trouble 
was experienced from the atresia. In 
several of my cases I tried a Wolfian flap 
taken from between the auricle and the 
hair line. This is left attached by a ped- 
icle above and includes the entire thick- 
ness of the skin. This flap was suggested 
by Dr. Berens and served both to hasten 
the dermatization of the cavity and to close 
the orifice of the eustachian tube, which 
often gives trouble in the after treat- 
ment by keeping up the discharge. In all 
my cases I was able to close the posterior 
wound at the time of operation, but I have 
seen cases where the wound was so large 
and the amount of dura exposed so con- 
siderable as to make it much safer to 
leave the wound open until granulations 
have gotten under way and the risk of 
brain complications past. The danger to 
the facial nerve is not very great in com- 
petent hands. None of my cases showed 
any facial irritation and only a very few 


of all the other cases I have seen suffered 
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from this accident. It is however suf- 
ficiently great to demand great caution in 
working in the neighborhood of the 
nerve as the result of this mistake is so 
apparent to all who may see the patient 
afterwards. 

I am frank to admit that an absolute 
cure is not attained in every case sub- 
mitted to this operation but the least that 
is gained is a freedom from the danger 
of intracranial complications and in the 
vast majority of the cases the cessation 
of the discharge. If the hearing is acute 
before operation, it may be somewhat 1m- 
paired by it but in those cases where the 
hearing is much reduced, the operation 
may not affect it at all or may even im- 
prove it. The operation itself is only the 
beginning of treatment and the final re- 
sult will depend largely upon the care and 
thoroughness of the after treatment. Un- 
fortunately it is impossible to tell before- 
hand what the result on the hearing will 
ultimately be. 
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In conclusion, the radical operation is 
based on the principles of good surgery 
as practiced in other parts of the body 
and is the outcome of a great amount of 
work in several countries and by many 
workers. In properly selected cases and 
in capable hands, it has proven of great 
value in just that class of cases in which 
the older Schwartze was least indicated. 
While undoubtedly the technique is com- 
plicated and constantly changing in minor 
details as time goes on, still it is suf- 
ficiently satisfactory now to obtain good 
results. Its growing use should eventu- 
ally diminish greatly the number of brain 
abscesses and sinus thrombosis cases 
coming to operation and autopsy: The 
education of the physicians of the coun- 
try must, however, go hand in hand with 
that of the laity as to the significance and 
danger of the much neglected running 


ear. 
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Hillsdale. 


The law known as the “Chandler Medi- 
cal Act’? came into force in 1899. Previ- 
ous to that time there had been no organ- 
ized body intrusted with the supervision 
and restriction of the practice of medicine 
within the state. Frequent efforts had 
been made to draft a satisfactory law, but 
it had met with so much opposition from 
the different schools that it could not be 


passed. Michigan bore the stigma of 





*Read before the Meeting of the Sixth Coun- 
cilor District Society, at Durand, May. 11, 1905. 





having degraded standards of profes- 
sional acquirement, and for this reason 
became the dumping ground of other 
states. 

This condition of low standards pre- 
vailed when the State Board of Registra- 
tion in Medicine came into legal existence. 
While the law of necessity conferred the 
right to practice upon all those who at the 
time of its passage had complied with the 
previous law, and who met its formal re- 
quirements, it placed with the Board the 
power to raise standards by intrusting to 
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it the determination of competent pro- 
fessional attainment. 


This was a long step in the right direc- 
tion, and was followed by another and 
very important addition in the amend- 
ment known as the “Nottingham Act.” 
By this improvement and its interpreta- 
tion by the Board, it has been possible to 
make the present standard of professional 
acquirement equal to, or better than that 
of any State in the Union, and also it has 
made it possible for Michigan to take a 
leading and important part in bringing 
about a reciprocal agreement with other 
States. 


The present Legislature has enacted a 
law which makes it possible for students 
matriculated in recognized colleges, who 
have passed the first two years of scientific 
work, to appear for examination in those 
fundamental courses and get a credit 
which shall be honored by the Board at 
the final examination, if presented within 
three years, with the necessary creden- 
tials. This measure was prompted by a 
request from the students in the medical 
colleges of the State, which request 
seemed reasonable and had the Board’s 
approval. It relieves the student from a 
burden during the last two years and per- 
mits undivided attention to be given to 
the practical work. 


In the main, the medical legislation has 
been satisfactory in that it has accom- 
plished all that was expected. Some diffi- 


culty has been experienced in punishing 
offenders because justice court juries 
would not convict, in spite of the most 
convincing evidence of guilt, the local 
sentiment in favor of the defendant be- 
ing too strong to overcome. 


The Legislature is asked to enact an 
amendment to the law, increasing the pen- 
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alty and bringing the offence within the 
jurisdiction of the circuit court, and thus 
avoiding the tedious and often unsatis- 
factory litigation to enforce its provi- 
sions. 

In January, 1904, the Board summoned 
to appear before it a number of licentiates, 
who were responsible for indecently sug- 


gestive advertisements in the state papers, 


to show why their licenses should not be 
revoked. They appeared and through 
their attorneys objected to the constitu- 
tionality of the law under which the 
Board was acting and enjoined it from 
proceeding further. These cases are still 
in the courts, awaiting decision. 


The Michigan Board is the only one 
thus far that has established a minimum 
standard of preliminary and technical re- 
quirement which is definite. No subject 
has had more serious attention than the 
preparatory education necessary to en- 
trance upon the study of medicine. The 
“Nottingham Act’ gave the Board the 
right to dictate, within limits, what this 
qualification should be, and in accordance 
with the law, a schedule of preliminary 
requirement was prepared. The law 
recognizes as sufficient qualification, the 
certificates from such high schools, acade- 
mies, and colleges as comply with the con- 
ditions imposed by the Board. In cases in 
which an applicant for registration can- 
not satisfy the Board of this qualification, 
he may appear before the Board of Pre- 
liminary Examiners, chosen because of 
special fitness for this duty, by the Board 
of Registration, and given an opportunity 
to evidence before this auxiliary Board 
that his preparation meets the demands. 
Every applicant must file with the Secre- 
tary of the State Board of Registration in 
Medicine his verified credentials, in detail, 








318 


upon blanks furnished for that purpose, 
together with his diploma from a recog- 
nized medical school, before he is admitted 
to examination in medicine. This super- 
vision of preliminary training has necessi- 
tated greater care in the acceptance of stu- 


dents by many of the colleges. 


To comply with the growing demand 
for more careful preliminary training and 
yet abridge the time necessary to a liberal 
arts degree plus a medical degree, some 
of the schools are offering combined 
courses, or giving credit in the medical 
course for satisfactory work done in such 
subjects as may be included in the curri- 
culum of both and medical 
While educators are not in ac- 
cord as to the policy which entrusts any 
part of the medical course to other than 
medical schools, yet there is a tendency 
of the colleges to give credit for good 
courses furnished by the liberal arts 
schools; besides, the ranks of the profes- 
sion can be abundantly recruited by those 
who are willing to devote full time for 
baccalaureate and medical degrees. The 


literary 
schools. 


time is coming when a liberal arts degree 


will be a requisite, and it is a question 
whether the combined course is a step for- 
ward. 

There has been much discussion as to 
what should constitute a good diploma. 
While under the law a diploma is used 
only as an identification credential, yet 
that diploma must be from a school whose 
equipment and curriculum conform to the 
standard established by the Board. While 
there is a difference of opinion as to what 
this equipment and curriculum should be, 
the Michigan Board has insisted that a 
diploma must have a fixed value, and to 
this end has 


established a standard of 


minimum requirements which has the ap- 
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proval of the leading colleges and edu- 
cators of the country. Most of the medi- 
cal schools are seeking recognition and 
are cheerfully conforming to the standard 
required. Each school asking for recog- 
nition is furnished a blank upon which is 
detailed the length of course, the equip- 
ment, and the number of hours devoted 
to each subject, including laboratory and 
clinical work. As far as it has been pos- 
sible, a personal examination is also made 
by some member of the Board. This work 
has been done without fear or favor and 
must be a factor for good. 


At a recent meeting of the Association 
of American Medical Colleges, a standard 
curriculum was adopted which is almost 
identical with that required by the Michi- 
gan Board. This action will materially 
assist in placing all medical schools on a 
good basis. The work has now gone so 
far that any medical school which does 
not comply with the minimum standard 
of the State Licensing Boards will have 
little reason for existence. 

This Association also accepted a sched- 
ule of preliminary requirement such as 
the Michigan Board had demanded, and it 
provided for the inspection of schools. Of 
the one hundred fifty-four medical col- 
leges in the United States, sixty-six have 
membership in this body and its action 
will be very influential in raising stand- 
ards, . 

The American Confederation of Recip- 
rocating and Licensing Medical Boards, 
an organization brought into existence 
largely through the efforts of the Secre- 
tary of the Michigan Board, who is also 
Secretary of the Confederating Boards, 
has energetically and effectively labored 
to establish mutual interchange of licenses 
between the States. 


One by one they are 
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dropping into line and accepting the con- 
ditions imposed. The Confederation has 
formulated and adopted two rules, known 
as qualifications No. 1 and No. 2, which 
are as follows: 


QUALIFICATION NO. I. 


“That a Certificate of Registration 
showing that an examination has been 
made by the proper Board of any State, 
on which an average grade of not less 
than 75 per cent. was awarded, the holder 
thereof having been at the time of said 
examination the legal possessor of a diplo- 
ma from a medical college in good stand- 
ing in the State where reciprocal registra- 
tion is sought, may be accepted, in lieu of 
examination, as evidence of qualification. 
Provided, that in case the scope of the said 
examination was less than that prescribed 
by the State in which registration is 
sought, the applicant may be required to 
submit to a supplemental examination by 
the Board in such subjects as may have 
been covered.” 


QUALIFICATION NO. II. 


“That a Certificate of Registration, or 
License, issued by the proper Board of 
any State may be accepted as evidence of 
qualification for reciprocal registration in 
any other State. Provided the holder of 
such certificate had been engaged in the 
reputable practice of medicine in such 
State at least one year; and also provided, 
that the holder thereof was, at the time of 
such registration, the legal possessor of a 
diploma issued by a medical college in 
good standing in the State in which reci- 
procal registration is sought, and that the 
date of such diploma was prior to the legal 
requirements of the exainination test 
in such State.” 
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Qualification No, I. is essential to any 
reciprocal agreement, while Qualification 
No. II. is desirable and is conceded in 
most instances. Some States have for a 
longer time had more rigid laws and are 
not willing to relinquish the consequent 
advantage. However, when there is a 
mutual exchange of courtesies under the 
first condition, an acceptance of the sec- 
ond condition can be expected to follow. 
We now have reciprocity with Indiana, 
Wisconsin, Iowa, Kansas, Nebraska, Ken- 
tucky, Virginia, and Maryland; and par- 
tial reciprocity with Illinois, Ohio, New 
Jersey, and Maine, and it is reasonable to 
expect that the time is not far distant 
when a license in one State shall have full 
recognition in all. 

The day is past when the practice of 
medicine can be entered upon without 
the most thorough preparation. The bet- 
ter schools have labored in competition 
with diploma mills to raise the standard 
of professional requirement and are now 
seeing the fruits of their persistent effort. 
A great many influences have been at 
work to accomplish the rapid progress of 
the past few years. The association with 
well trained men has had its effect not only 
upon those who have not had the benefit 
of better equipment, but also upon the 
laity, who are constantly increasing their 
conception of the ideal medical man. But 
beneath it all is the real advancement 
made in the science of medicine. There are 
so many more fixed points from which 
to take bearings that it is no longer a 
groping in the darkness of mystery, su- 
perstition, and empiricism. Every new 
fact has broadened the field of medicine 
and made increased demands upon its de- 
votees. 





In choosing my _ subject—that of 
America’s Part in the Progress of Sur- 
gery—I have selected one which I thought 
might be interesting to all. I believe that 
too little time is spent in our medical so- 
cieties on the history of medicine, not per- 
haps too little in reviewing the achieve- 
ments of the past but in paying honor 
and tribute to the men who have laid the 
foundations on which we have built. We 
Americans are too apt to glorify the ac- 
complishments of the British, French and 
German investigators and-to belittle the 
pioneer work which‘has been done in our 
own country, It is the fashion to quote 
from foreign authors and either overlook 
or regard as insignificant the contribu- 
tions which have been made to modern 
scientific medicine and surgery by our 
own countrymen. 

American, medicine has had too few 
historians, We need more men who will 
write as have Billings, Gross, Osler and 
Packard, who will search out important 
facts in the history of American medicine 
and set them before us in an entertaining 
and instructive There are no 
greater sources of inspiration than the 


style. 


essays of these great men, essays lauding 
not themselves, but the staunch pioneers 
who have gone before. 

Although our country is much younger 
than those of Europe and our universities 
but babes in comparison with the ancient 
institutions of the east—institutions hav- 
ing at their command material, accumu- 
lated through centuries, and the spirit of 





*A portion of a paper read before the Detroit 
Academy of Medicine, December 13, 1904. 
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research fostered by years of investiga- 
tive achievement, Americans, by acquir- 
ing the best afforded by the teachers 
across the water and adding to it work, 
the outcome of Yankee ingenuity, un- 
hampered by prejudice, if not inspired by 
precedent, have raised scientific medicine 
in America to a plane unsurpassed to-day 
in any country of the world. It may be 
true that in a few selected lines one may 
gain more in London, Vienna or in Ber- 
lin than in Boston, New York, or Phila- 
delphia but the time has gone by when it 
is necessary for our young men to go to 
Europe to gain the best medical education. 
In no department is this more evident 
than in surgery. I have seen a majority 
of the most famous surgeons of the day, 
have seen them in the surgical amphi- 
theatre and in the class room and I am 
convinced that, in so far at least as opera- 
tive surgery is concerned, one need not 
leave the confines of our own country to 


see and to learn the best which the world 
affords. 


To no departments of medical knowl- 
edge has America made more valuable or 
more numerous contributions than to 
those of surgery and operative gynecol- 
ogy. For some years in my reading I 
have kept notes on interesting historical 
points bearing on the origin of certain 
surgical ideas and references to the bi- 
ographies of the men who were the first 
to do certain operations, but it was only 
when I began to search through the 
literature of the second, third, fourth and 
fifth deeades of the century just closed, 
that I began to realize how truly mag- 
nificent have been the contributions of our 
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iellow countrymen to surgical knowledge. 
\\e are all more or less familiar with 
the names of Valentine Mott, Ephraim 
McDowell and Marion Sims but how 
many of the profession have ever heard 
of Erastus Wolcott, John Bobbs or even 
Philip Physick, called by Gross the father 
of American Surgery? 

I know of no pleasanter evening’s di- 
version than to sit down with the earlier 
numbers of some of our older periodicals, 
such as the American Journal of the Med- 
ical Sciences which began in 1820, and 
trace out the changes in the surgical ar- 
ticles which the advancement of knowl- 
elge wrought year by year. In no other 
way can one, at least of us younger men, 
so well appreciate the influence which 
anaesthesia, asepsis and the knowledge of 
surgical pathology have successively had 
on surgical thought and work. And in 
no other way can one so well appreciate 
the impress which America has made on 
the surgery of the world. 


So in selecting a subject for this even- 


ing, I thought that it might be interesting 
to briefly sketch the dawn of modern sur- 
gery in the United States and bring be- 
fore you, very inadequately, some of the 
things first done on this side of the water 
and remind you of the men who did them. 
The facts are in no wise new nor are they 
maccessible, for several papers have set 
most of them forth—notably the papers 
of Gross in the American Journal of the 
Medical Sciences, in 1876; of Billings in 
Denms’ System of Surgery; of Dennis in 
the Medical Record, in 1892, and of 
Tinker in the Johns Hopkins Hospital 
Pulletin, in 1902. 

It is not my purpose to review the early 
history of medicine in America but in 
order that we may have a glimpse of the 
conditions under which our pioneers 
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worked, it will be necessary to go back 
for a moment to colonial times. 

Medicine at this period was in a 
chaotic state. There were three classes 
of medical practitioners, the medical 
missionary, the regular physician and the 
charlatan.* The former were particu- 
larly numerous in New England and the 
ratter in the southern colonies. “At that 
time,” says Jacobi, ‘medical practice was 
learned in apprenticeships; young men 
would serve and study with a practi- 
tioner from three to seven years and 
those who had the means and the ambi- 
tion of learning went abroad to Leyden, 
Paris, Padua or Great Britain.” It later 
became the fashion to study in Great 
Britain so that in 1776 a great majority 
of the educated physicians were gradu- 
ates of the University of Edinburgh, the 
first, according to Billings, being John 
Moultrie, a South Carolinian, who re- 
ceived his diploma in 1750. 

“The first dissection of the human body 
in America was made in New York City 
in 1750 and the first course of lectures on 
anatomy and surgery was given at New- 
port, Rhode Island, in 1756 by Dr. Wil- 
liam Hunter, a cousin of John Hunter 
and an Edinburgh graduate, while the 
first regularly organized medical school 
was established in Philadelphia in 1765 
by Drs. William Shippen and John Mor- 
gan,’ ** 

Prior to 1800, there was only one book 
on surgery, by an American author, 
printed in the United States. This was 
entitled “Plain, Concise, Practical Re- 
marks on the Treatment of Wounds and 
Fractures,” and was by Dr. John Jones, 





*Steiner. A Contribution to the History of 
Medicine in the Province of Maryland, 1636- 
1671. Johns Hop. Hosp. Bull., August, 1902. 

**Billings. Loc. cit. 
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the professor of surgery in King’s Col- 
lege (now Columbia) from its com- 
mencement in 1767 until his death in 
791. This litle book was the vade- 
mecum of the colonial surgeons during 
the Revolutionary war. 


In 1780 there was only one medical 
library in the whole country, located at 
the Pennsylvania Hospital, in Philadel- 
phia, and containing upwards of 250 
volumes, 

Of the four early medical schools we 
have seen that the University of Penn- 
sylvania was founded in 1765, and the 
medical department of King’s College 
(now Columbia) in 1767. Harvard's 
Medical School was opened in 1783 and 
the University of Maryland in 1807. 

At the close of the Revolutionary war, 
there were a number of men who had 
been more or less successful as army sur- 
geons but not one among them, except 
Dr. John Warren, of Boston, the first 
professor of surgery in Harvard, can be 
called in any way great. 


Contemporaneous with or a little later 
than John Warren lived four men of 
whom Gross says, “It is not probable that 
America will ever again produce four 
surgeons of equal renown with Philip 
Syng Physick, John Collins Warren, 
Valentine Mott and Benjamin W. Dud- 
ley, for the reason that it is not at all 
likely that an equal number of young 
practitioners will ever again be placed un- 
der equally advantageous circumstances 
for their development.” 

Philip Syng Physick was born in Philadelphia 
in 1768, and after spending four years abroad, 
during which time he was on intimate terms with 
the immortal John Hunter and held for the last 
year, the house surgeonship of St. George’s Hos- 
pital, began practice in his native city. Just then 
(1793) the terrible epidemic of yellow fever 
which cost Philadelphia 4,000 of her inhabitants, 
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broke out and the young practitioner was ap- 
pointed physician to the Bush Hill Fever Hos- 
pital, where he met, in the course of his service, 
many prominent citizens. Having this advant- 
age, together with the prestige of four years 
of foreign study, and the fact that there were 
but a few men in the whole country of equal 
surgical ability, would, it might seem, favor his 
early attaining a large practice. Such, however, 
was not the case and he became so down-hearted, 
that for a time he seriously considered giving 
up the profession and settling upon a farm. 
“Gradually however this chilling, and discour- 
aging feeling, so often experienced by the young 
aspirants after fame, wore off and long before 
he had reached the meridian of life, he stood 
at the head of his profession, as the first sur- 
geon of the American continent.” (Gross.) 

He was professor of surgery in the University 
of Pennsylvania from 1805 to 1818, of anatomy 
from 1818 to 1831 and died in 1837, aged 69 
years. Physick was a fearless and successful 
operator and a forceful teacher. His contribu- 
tions to literature are not many. 

He was the first to use absorbable ligatures 
from animal tissues, employing strings of buck- 
skin which he prepared by rolling them on a 
marble slab and which he carried in his waist- 
coat pocket or in the rim of his hat. He first 
advocated the rest treatment for hip disease; 
,described the first case of sacciform rectum; 
was a pioneer in the reduction of dislocations 
by manipulation and invented, in 1827, the ton- 
sillotome. 

But a few months before his death, he did 
the celebrated operation on Chief Justice Mar- 
shall of Maryland, removing by lithotomy over 
1,000 calculi. 


“The Father of American Surgery” 
is a name justly applied to Physick. 

While Physick was at the zenith of his 
Philadelphia, John Collins 
Warren was becoming famous in Bos- 
ton. 


career in 


This illustrious son succeeded his 
illustrious father to the chairs of anatomy 
and surgery in Harvard, in 1815. These 
he held for twenty-five years and great 
was his influence both as a teacher and 
Did John C. Warren’s re- 
known rest alone on his part, as opera- 


as a writer. 


tor, in the introduction of anaesthesia his 
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name would still be found in the “Hall 
of Fame.” 


Passing now to New York we find the center 
of the surgical stage occupied by that pictur- 
esque Quaker—Valentine Mott. 

The son of a physician, Mott was born on 
Long Island in 1785; graduated at Columbia; 
studied with Sir Astley Cooper and began prac- 
tice in New York in 1810. His fame first be- 
came international in 1818, when after success- 
fully tying the innominate artery, a feat never 
before accomplished, he awoke to find himself 
the “observed of all observers.” The patient 
lived some weeks but finally died of secondary 
hemorrhage. 

Mott held the chair of surgery successively 
in Columbia College, in the College of Physicians 
and Surgeons, after it was merged with Colum- 
bia in 1813, in Rutgers Medical College, of 
which he was one of the founders, and in the 
Medical department of the University of N. Y. 

Mott was truly a great surgeon and did much 
by his influence on a host of medical students 
to mould the trend of surgical thought. He is 
especially famous for his work on the ligation 
of arteries. It has been said of him:— 

“No surgeon, living or dead, ever tied so many 
vessels, or so successfully, for the cure of aneur- 
ism, the relief of injury, or the arrest of morbid 
growths. The catalogue, inclusive of the cele- 
brated case of the innominate artery, comprises 
eight examples of the subclavian artery, fifty- 
one of the primitive carotid, one of the common 
iliac, six of the external iliac, fifty-seven of the 
femoral, and ten of the popliteal; in all, one 
hundred and _ thirty-eight.” 

For those days, a wonderful record! 


During the first forty years of the last 
century the great west and the south- 
west, then beginning to be settled and de- 
veloped, were without a surgeon of any 
renown, Recognizing this, Benjamin W. 
Dudley, a Virginian, who had located in 
Lexington, Kentucky, gave up his prac- 
tice and spent four years in Paris and 
‘ondon under the great masters of the 
day. Returning, he joined in the organi- 
zation of and taught surgery in the 
Transylvania University—that meteoric 
institution which had such an interest- 
ing history. 
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Dudley was looked upon as the au- 
thority in his part of the country. His 
national reputation rests largely upon his 
skill as a lithotomist. He operated for 
stone about 225 times and did over 100 
cases before losing one. He was a great 
advocate of low diet and rest in the treat- 
ment of tuberculous and other chronic 
inflammations—‘‘a puke and a purge and 
a purge and a puke being used alike in 
tuberculous diseases, affections of the 
hip joint, spine, etc.” 

I have thus dwelt on the lives of these 
four men perhaps rather more fully than 
a paper of this kind would justify but it 
was very largely to them that surgery in 
America owes its beginning. Not but 
that there were others, notably William 
Shippen, Wright Post, William Gibson 
and Nathan Smith, who were almost 
equally famous in their day. However, 
each of these four, in his own section of 
the country was the striking character 
and throughout a quarter of a century 
made a great impression year by year, 
upon large classes of medical students 
and inculcated the teachings of Hunter, 
Cooper, Bell and Abernethy, besides im- 
parting the fruits of their own labors. 


Let us now review some of the original 
contributions which America has made 
to surgery. 


In the Exsection of Bones.—Jameson, 
of Baltimore, was the first to remove the 
entire upper jaw in 1820 and Deaderick, 
of Tennessee, the lower jaw in 1810. This 
latter operation was for the removal of a 
large enchondroma. Valentine Mott 
first excised the clavicle for malignant 
disease and Dr. Dixi Crosby, of Han- 
over, Vermont, did in 1836, the first in- 
terscapulo-thoracic amputation—a most 
formidable operation in pre-anaesthesia 
days. 
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The removal of the coccyx for what is 
now known as coccyodynia, originated 
with Dr. Josiah C. Nott, of Mobile, 
although Sir James Y. Simpson often 
gets the credit for having first suggested 
it. 

In this connection, may also be men- 
tioned the fact that, although Sir Benja- 
min C, Brodie is usually cited as the or- 
iginator of the surgical treatment of 
osteomyelitis, the credit belongs, accord- 
ing to Gross, to Nathan Smith, of New 
Haven, who advocated it and operated 
in the latter part of the eighteenth cen- 
tury. 

In the Ligation of Arteries —The in- 
nominate artery was first tied by Mott, 
in 1818, and the subclavian, in its first 
portion, by Rodgers, a few years later. 
The latter patient died and this opera- 
tion was first successfully done by Hal- 
sted, in 1892. 
tion of the common carotid was by Amos 
Twitchell, of New eight 
months before the case of Astley Cooper, 


The first successful liga- 
Hampshire, 


who is generally credited with this op- 
eration. The common iliac was first 
tied in 1820 by William Gibson, then 
professor of surgery in the University of 
Maryland. 

The introduction of metallic ligatures 
for vessels is due to Dr. Henry S. Levert, 
of Mobile, who advocated them after a 
series of experiments undertaken, under 
the direction of Physick, while a medical 
student in Philadelphia. 


In connection with the subject of the 
ligation of arteries, might also be men- 
tioned the fact that digital pressure, main- 
tained for a number of hours by different 
assistants for the cure of aneurysm was 
first employed by Jonathan Knight, of 
New Haven, in 1847. 
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In Dislocations.—Pulleys and forcible 
traction were used in the reduction of dis- 
locations until the time of Nathan Smith 
who “practised manipulation success- 
fully.” Physick has already been men- 
tioned in this connection. ‘Tinker says: 


“Dr. William W. Reid, of Rochester, N. 


. Y.,was the first to make a thorough study 


of the subject and to show by a series of 
dissections, experiments and observations 
the desirability of reducing dislocations 
by this method.” The work of Bigelow, 
of Boston, on the reduction of the hip is 
too well known to require mention. 

The well known method of diagnosti- 
cating a luxation of the shoulder from 
the fact that, with the elbow at the chest, 
the hand can not be placed upon the op- 
posite shoulder, was original with Dr. L. 
A. Dugas, a Georgian practitioner. His 
name has never been associated with this 
valuable point. ; 

In the treatment of fractures —I can 
not do more than give you a list of the 
devices contrived in America for the 
treatment of fractures. They comprise 
(1) the seton of Physick, much used in 
early times in handling compound frac- 
tures, (2) the extension apparatus of 
Buck, (3) the anterior splint of Nathan 
R. Smith, (4) the bran dressing of Bar- 
ton, (5) the contrivance of Barton and 
Gibson for fractures of the lower jaw, 
and (6) the introduction of adhesive 
plaster by Gross. 

Before reviewing the achievements in 
abdominal and brain surgery, I must 
briefly refer to America’s greatest con- 
tribution to medicine and greatest gift to 
the world, that of anaesthesia. To whose 
credit its discovery belongs has never 
been absolutely settled. Whether to 
Wells, Morton, Jackson or Long is a 
question which will never be answered. 
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You are all familiar with the controver- 
sy. One of the most exhaustive and 
readable articles on this unfortunate dis- 
pute is that of Henry J. Bigelow* of Bos- 
ton, who was not only present at the first 
operation in which anaesthesia was used 
(at the Massachusetts General Hospital, 
in October, 1846), but was also familiar 
with the events leading up to this test. 
Bigelow unhesitatingly gives the credit 
to Morton. I do not know how familiar 
you are with the claims of Crawford W. 
Long of Georgia, which have been ably 
set forth by Young.** In 1842, Long 
first operated on a patient who was ether- 
ized, a fact which Young seems to have 
proven beyond doubt. To whomever 
belongs this inestimable honor and glory, 
the discovery is an American one and one 
of which we may be justly proud. 

To the surgery of the abdominal vis- 
cera, the contributions of Americans have 
been both numerous and important. Suc- 
cesses have followed successes until there 
is now no organ to the treatment of which 
surgery has not been applied. So many 
have been the suggestions, improvements 
and contrivances put forth by our coun- 
trymen that most of them can only be 
mentioned in the time at our disposal. I 
wish to particularly dwell upon ovariot- 
omy, briefly, for the facts in connection 
with it are well known; upon nephrec- 
tomy, cholecystotomy, and appendec- 
tomy, at somewhat greater length. 

Ovariotomy, which may be said to have 
prepared the way for abdominal surgery, 
was first done in 1809 by Ephraim Mc- 
Dowell, who, like Dudley, was a Vir- 
ginian by birth. After studying with 





*Bigelow. American Journal of Medical Sci- 
ences, 1876. 


**Young. Johns Hop. Hosp. Bull., August, 
1897. 
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John Bell in Edinburgh, McDowell lo- 
cated, in 1795, at Dansville, Kentucky. 
Fourteen years later he did the first ovari- 
otomy but did not publish the case until 
1817. Undaunted and undiscouraged by 
the doubts and sneers of his associates, 
he operated before his death on 13 cases, 
eight of which were successful. 


During the next thirty years, abdom- 
inal surgery was almost wholly limited to 
ovariotomy. 


Regarding nephrectomy, practically all 
the text books state that it was first done 
by Simon, in Heidelberg, in 1869. As 
a matter of fact, it was done eight years 
previously in Milwaukee, by Dr. Erastus 
B. Wolcott. The following account of 
the case is taken from the report which 
was published by Stoddard, who assisted 
at the operation. 


The patient was a man of 58 years, who had 
suffered for six years with a large abdominal 
tumor. On examination, the swelling was found 
to be semi-solid and to push the abdominal wall 
forward for about two inches in the right hypo- 
chondriac region. An incision was made over 
it when it seemed that the superior attachment 
was by a cord about an inch in circumference, 
running upward, behind the liver. This pedicle 
was tied off, the tumor removed, and the 
wound closed. The patient lived fifteen 
days, dying finally of exhaustion, “brought on 
by the large amount of suppuration which neces- 
sarily followed:” 


Born in 1804, in Yates County, New York, of 
intellectual parents, who had come from Con- 
necticut, Wolcott’s early advantages were not 
many. At the age of 18, he began to read 
medicine in the office of Dr. Joshua Lee, a well- 
known practitioner of the time in western New 
York, and at twenty-one was licensed to prac- 
tice by the Yates County Medical Society. After 
some years spent as a surgeon to a mining com- 
pany in South Carolina, he enrolled as a stu- 
dent in the College of Physicians and Surgeons 
of the Western District of New York, from 
which institution he took his M. D. in 1833. In 
1836, he was appointed an army surgeon and for 
three years was stationed at Fort Mackinaw. 
He resigned in 1839 and located in Milwaukee, 
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where he was in practice for more than forty 
years. 

Tinker says of him: 

“Personally, Dr. Wolcott was a man of. re- 
markable physique. He was early noted for his 
great strength, and when a young man it is 
said that he could run and jump over a team 
of horses. He retained his physical powers even 
to the time of his death. 

“He was a man of unusual strength of character 
and intellectual attainments and made up for 
the lack of a liberal education by a wide read- 
ing. All the records which we have of him 
specially mention his generosity. Nothing in the 
way of fatigue or hardship ever prevented im- 
mediate attention to a professional call, no mat- 
ter what the financial standing of the patient 
might be. At the time of his death (Jan. 5, 
1880), thousands of poor people gathered from 
the city and surrounding country to honor his 
memory, and the arcade in which he lay in state 
was choked by the middle and lower classes.” 


Cholecystotomy.—The mere incision 


into the gall bladder and the evacuation 
of pus and stones was done in the 17th 
and 18th centuries, notably by Fabricius, 
in 1618, and a century later by Petit, but 
it remained for John S. Bobbs, of Indi- 
anapolis, to perform, in 1867, the opera- 
tion, by opening the abdomen, as it is 
done to-day. Time will not allow of a 
description of the procedure, but it may 
be found in the Transactions of the In- 
diana Medical Society for 1868 and in 
Tinker’s article. Suffice it to say that 
the abdomen was opened, the gall bladder 
incised, between 40 and 50 stones re- 
moved and both incisions closed. 
patient was still living in 1899. 


John Stough Bobbs was born at Green Village, 
Pennsylvania, of German parents, in 1809, and 
at the age of 18, began the study of medicine 
with Dr. Martin Luther in Harrisburg. He 
graduated at Jefferson in 1836, and located in 
Indianapolis, where, on account of his ability, 
he soon attained a large practice. He was prom- 
inent in medical organization, an _ excellent 
speaker, a forceful but reluctant writer and a 
conscientious citizen. He died in 1870. 

“He may be truly considered one of the 
founders of scientific medicine and surgery in 
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the middle west. As the greatest general sur- 
geon and teacher of his day in that section of 
the country, as a public-spirited man and soldier, 
his name will long be remembered in the region 
in which he practiced.” 


It seems to me that the names of Wol- 
cott and Bobbs should have more than a 
local significance. 


The events which put the operative 
treatment of appendicitis on the present 
firm basis, are still fresh in the minds of 
many present. Americans have unques- 
tionably done more to bring this about 
than all other workers combined. I need 
only recall the paper of Willard Parker 
(1867), in which he advocated early op- 
eration in perityphlitis; the paper of Fitz, 
of Boston (1886), in which the word ap- 
pendicitis appeared for the first time; 
the operations of Sands, of New York, 
whose work was taken up, when he died, 
by his former assistant and successor, 
McBurney. Whether Morton, of Phila- 
delphia, or Sands, of New York, did the 
first appendectomy I have been unable 
to decide, both having removed the ap- 
pendix in the spring of 1887. I believe 
the enunciation of Ochsner’s principles tc 
be the most important advance since the 
pioneer work on this subject. 

In looking back over the past fifty 
years it is difficult to realize the vast 
strides which have been made in the diag- 
nosis of abdominal conditions, for, in the 
middle of the last century, but little was 
known of some of the commonest lesions. 
To illustrate this let me read an inter- 
esting paragraph from Dr. Emmet’s 
Reminiscences of the Founders of the 
Woman’s Hospital of New York. It re- 
lates to Dr. Alexander H. Stevens, a 
surgeon to the New York Hospital and 
one of the keenest diagnosticians of the 
day. 
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“Soon after the hospital was opened I was 
present at the first consultation. The case .was 
that of a young woman with what was thought 
to be a movable tumor of the abdomen. Dr. 
Sims held that it was a fibrous growth connected 
with the uterus by a slender attachment, and he 
wished the sanction of the consulting board to 
open the abdomen and remove it. He made so 
plausible a plea that at one time it looked as 
though he would carry the Board with him in 
favor of the operation. All had spoken favorably 
when Dr. Stevens arose. He expressed his great 
interest in the subject, but said that he knew 
nothing about a fibrous tumor, doubted, in fact, 
if he had ever heard of one before. He felt every 
confidence in Dr, Sims and had no doubt that he 
would be successful, if he undertook the opera- 
tion. But he protested, in the name of humanity, 
against such a procedure, for, if Dr. Sims were 
successful in the removal, it would not be long 
before every young doctor in the land would be 
opening the belly of every young woman, to see if 
she had a fibrous growth. Surely the spirit of 
prophecy must have hovered over the old man, 
as he thus had a glimpse into the future.” 


There is hardly a subject in abdominal 
surgery to which America has not con- 
tributed much. Thus we may claim sev- 
eral excellent methods for the cure of 
hernia ; many contrivances which are of 
inestimable value in intestinal anastamo- 
sis (I need only mention the Senn plates, 
the Abbe rings, the Murphy button and 
most valuable of all, the McGraw liga- 
destined to 
name known and honored for all time) ; 
the operation for perforation in typhoid 
fever and the first operation for gunshot 
wound of the intestine. 


ture, make the inventor’s 


In plastic surgery we may be proud of 
uranoplasty, done in 1848, by John 
Mason Warren, grandson of the first 
professor of surgery in Harvard and 
father of the present occupant of the same 
chair; we may be proud also of Sim’s 
work on the repair of vesico-vaginal fis- 
tula, done in 1852, two years before that 
of Simon; Pancoast’s successful case of 
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extrophy of 


the bladder; Emmet’s 
method of trachelorrhaphy and repair of 
the perineum and the suggestion of Ham- 
ilton, 1847, which lead to skin grafting. 

In the surgery of the nervous system, 
mention must be made of Dudley’s cele- 
brated cases of trephining for epilepsy; 
Carnochan’s resection of the superior 
maxillary nerve, proximal to Meckel’s 
ganglion; Hartley’s removal of Meckel’s 
ganglion and the first case of the evacua- 
tion of a brain abscess, done by Detmold, 
in New York, in 1849. 

Aspiration of the pleaural cavity, 
thoracentesis pericardii, litholapaxy and 
intubation are all American in origin. 

Much more, Mr. President, might be 
written. Many other names, which will 
be known for centuries, might be men- 
tioned. Time forbids. 

The trend of surgery of the next fifty 
years will be different from .that of the 
past half century, It is now our duty 
to study more carefully the conditions 
which favor non-operative treatment and 
to learn to recognize more clearly the lim- 
itations as well as the benefits of operative 
surgery. Origination, radicalism, daring 
and boldness characterized the surgery of 
the past century. Improvement, con- 
servatism, caution and carefulness will 
stamp that of the future Just as the 
work of our statesmen of to-day is per- 
haps less brilliant than was that of the 
fathers who framed the constitution, so 
will our efforts be less dramatic than 
those of our surgical fathers. Fewer 
men will become famous but the work 
which will be done will be none the less 
important and the advancement which 
will be made, will be none the less real. 
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A CASE OF FAMILY ATAXIA OF THE HEREDITARY- 
CEREBELLAR FORM WITH NECROPSY. 


IRWIN H. NEFF, 
Pontiac. 


In 1895 the writer published in the 
American Journal of Insanity (January, 
1895), a report of thirteen cases of ataxia 
in adults with hereditary history. 

The following clinical summary was 
then made: (1) Occurrence of a form 
of ataxia in thirteen persons in four gen- 
erations of one family with hereditary 
history. (2) Marked similarity of 
symptoms in those affected. (3) The 
onset in all but two cases was between 
the ages of fifty and sixty-five: The first 
symptom in one case being noted at the 
age of seventy-two; the initial symptom 
in the other case appearing at the age of 
sixty-eight. (4) The occurrence of in- 
sanity in four of the thirteen cases. In 
all cases the form of insanity was a 
dementia, differing in degree and corre- 
sponding to a dementia resulting from 
organic brain disease. 

The two cases then under personal ob- 
servation were reported and the history 
given of the other members of the family 
similarly affected. 

Allusion was made to the fact that 
these two cases resembled in some re- 
spects those reported by Fraser in 1880, 
and Sanger 1892. Certain 
atypical symptoms prohibited a diagnosis 


srown in 


of Friedreich’s ataxia and the diagnosis 
of hereditary-cerebellar ataxia did not 
seem at this time to be justifiable. How- 
ever, it was believed that the symptoms 
might depend on a cerebellar lesion. This 
reserved diagnosis has been verified by 
the pathological findings in one of the 
tases reported. 


Since the publication of the original re- 
port, the two forms of family ataxia have 
received much attention. A number of 
cases have been published, and the points 
of differential diagnosis have been quite 
clearly brought out. As exemplifying 
this, it may not be amiss, before report- 
ing the case, to refer to a few of the points 
of difference between the two forms of 
family ataxia. The tendency, at present, 
is to comprise under the term “family 
ataxia,’ two forms, namely, Freidreich’s 
ataxia and hereditary-cerebellar ataxia, 
admitting a difference in symptomatology 
and pathology, but ascribing to these two 
varieties one nosological factor, namely, 
the embryonic character in their origin. 
Spiller (Brain, pt. 4, 1896, p. 588) 
emphasizes this common factor and 
furthermore suggests that an infectious 
exciting cause may be present in some of 
the cases. The report of Fraser’s series 
of cases in 1880, (Glasgow-Medical 
Journal, 1881), demonstrated the fact 
that cases exist, resembling in many re- 
spects cases of Friederich’s ataxia, but 
showing marked clinical differences. This 
clinical report was supplemented in 1891, 
by Nonnes publication of a case, showing 
a marked diminution in the size of the 
cerebellum. 

Cases reported during the past few 
years, point quite clearly to the fact that 
these two types of family ataxia can in 
most cases, be diagnosed clinically one 
from the other. The cases reported, how- 
ever, show that transitional forms may 
occur, making the differential diagnosis 
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at times a matter of difficulty. The con- 
trasting and corresponding symptoms, as 
given by Archibald Church (Journal of 
Nervous and Mental Diseases, page 430), 
are as follows: 


FRIEDREICH’S FORM. 


Hereditary spinal ataxia appears usually be- 
fore puberty. 

Choreic movements in upper extremeties and 
oscillations in head and trunk frequent. 

Optic atrophy and amblyopia very exceptional. 

Tendon reflexes diminished or absent. 

Club-foot and scoliosis common. 


A CASE OF FAMILY ATAXIA—NEFF. 


MARIE’S FORM. 


Hereditary cerebellar ataxia appears usually 


after puberty. 
Very common and pronounced. 
Common. 
Increased foot-clonus frequent. 
Exceptional. 


The distinguishing features of heredito- 
cerebellar ataxia as given by Collins 
(Treatment of Nervous Diseases, page 
254), art clear and practical. He enum- 
erates the following points of difference: 
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(1) Uncertain reeling, inebrious gait, 
occasionally slightly spastic. The patient 
walks with the feet wide apart by bend- 
ing forward, head thrown backward, chin 
elevated and does not watch his feet. 

(2) The ataxia is very much less or 
disappears when the patient is lying down. 
The incodrdination can always be demon- 
strated even when in this position. 

(3) Over action of the mimetic mus- 
cles when speaking, or on emotional dis- 
play. 

(4) Hesitating, abrupt, 
ataxic, defective speech. 

(5) Easily excited, often exaggerated 
knee jerks and occasional ankle-clonus. 

(6) Slight irregular twitching of the 
eye balls. No true nystagmus, De- 
ficiency of the action of the external recti. 


explosive, 


(7) Mental impairment varying from 
slight stupidity to complete dementia. 

As a summary of the essential points of 
difference between the two forms, the fol- 
lowing are the characteristics of the or- 
iginal type of heredeto-cerebellar ataxia 
as given by Marie: 

(1) The late development of this form 
at twenty to thirty years or later. 

(2) The lower extremeties are first at- 
tacked. The upper not being involved 
until late in the disease. 

(3) Normal or exaggerated knee 
jerks, the absence of sensory disturbances, 
scoliosis and club foot. 

(4) The invariable appearance of 
visual disturbance, more commonly optic- 
atrophy. 

(5) The cerebellar lesions. The spinal 
cord, if involved, showing only a slight 
departure from the normal. A reference 
to the salient points in the case reported 
by the author will show that the classical 
syinptoms of the cerebellar form of ataxia 
were well marked. 
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In order to make clear the relation of 
the clinical history to the autopsical find- 
ings, an abstract is given of the original 
report, which is supplemented by the 
further history of the case. 

Mrs. C. Age, seventy-five. Admitted 
to Michigan Asylum for the insane, July 
18, 1893. 

An inquiry into history previous to 
present trouble, reveals no facts of im- 
portance. At age of fifty-five, patient no- 
ticed that there was an inability to con- 
trol her muscles in walking. This gradu- 
ally increased and one year after onset 
of trouble, she was unable to walk in a 
straight line and frequently required as- 
sistance. At this time she complained of 
pains in back and legs, but these were not 
severe in character. These symptoms con- 
tinued until the age of fifty-eight, when 
imcoordination of muscles, arms and 
fingers developed. Six months after this, 
speech was noticed to be stammering and 
hesitating. In the course of a year she 
became entirely helpless, the difficulty in 
walking, imcodrdination in arms, and 
speech difficulty becoming more pro- 
nounced. No mental symptoms were 
noted at this time. At the age of seventy- 
three, eighteen years after the beginning 
of trouble, the patient would occasionally 
become confused, irritable and had delu- 
sions of identity with vague apprehensive 
ideas, these were persecutory in character 
and referred principally to her relations. 
Occasionally fits of depression would de- 
velop with pronounced emotional in- 
stability. An examination at time of ad- 
mission resulted as follows: 

Head small, but symmetrical. Marked 


-tremor in facial muscles in masticating 


and also in speaking. Muscularity well 
preserved. Pupils equal and normal, and 


react, No extra or intra-ocular trouble 
noticed. 
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Speech markedly ataxic and articula- 
tion slow. Explosive quality well marked. 
Does not misplace words. Deglutition is 
performed without difficulty. 

Arms.—There is marked tremor, 
“volitional” in character and also on 
voluntary movement extreme ataxia 1s 
developed. Muscular sense is slightly m- 
volved; in attempting to pick up small 
objects and in buttoning clothes this is 
exaggerated. Terminal Phalanx of 
thumb is flexed, but no other deformity is 
noticed. No atrophy or spasm and no 
involvement of sensation. Muscular 
power is good; atavia is bi-lateral and ap- 
parently equal. 

Legs.—Pronounced ataxia in walking; 
unable to walk unsupported. On closing 
eyes, this is increased and there 1s a char- 
acteristic swaying movement of the whole 
body. On several occasions, she fell and 
was unable to gain her feet. In sitting 
or in recumbent posture there is marked 
tremor of upper portion of body, in- 
creased on volition. No atrophy or 
spasm, and muscular sense is normal, 
although slight dulling to touch is no- 
ticed on inner sides of both legs extend- 
img from knee to ankle. This, however, 
could not be accurately localized or de- 
termined. Sensation is delayed, probably 
dependent on mental condition. No de- 
formity. Emotion always caused an ex- 
aggeration of her symptoms, 

Refleves—Knee jerks active, slight 
right ankle clonus, no patellar clonus. 
Knee jerks transferred. Reinforcement 
has no obvious effect. Muscular and 
superficial reflexes active all over body 

Psychical Examination.—Slight irrita- 
bility, mentalization is slow, but she al- 
ways displays a full realization of her 
surroundings, converses quite rationally 
on many subjects and conversation is 
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coherent. No delusions or sensory per- 
version noted. Evidently a condition of 
terminal dementia. 


Electrical Examination.—There is in- 
creased faradic excitability in muscles of 
face, arms and legs; otherwise reactions 
are normal, 


During September, 1893, intermittent 
twichings of both eye-balls could be noted 
on fixation. This symptom was, how- 
ever, inconstant. Articulation was then 
markedly ataxic and somewhat explosive. 
The difficulty in walking had increased 
and she was unable to walk without as- 
sistance. Patient had several attacks of 
vertigo, during which she fell, but there 
was no loss of consciousness.. After at- 
tacks, complained of headache which 
gradually subsided. It was believed that 
these attacks were incidental to arterio- 
sclerosis which was quite pronounced. 
During 1894, the following clinical notes 
were made: 

Pupils were somewhat contracted, but 
reacted normally to light and accommoda- 
tion. No extra or intra-ocular paralysis. 
The right eye has small strie through 
center of lines. Optic disc shows begin- 
ning atrophy. There is decided limitation 
of visual field. Vision 20/100 with plus 
3.50 D; can read No. 24 Snellen at six- 
teen inches. The lens of left eye has a 
small line through the center, retina and 
optic disc normal, with only slight limita- 
tion of visual field, Vision 20/70 with 
plus 3.50 D; can read No. 20 Snellen type 
at sixteen inches. Tremor of facial mus- 
cles were more pronounced and a course 


tremor was observed in tongue. During 


the following year a note was made to 
the effect that “the symptoms are now 
exaggerated, speech is now pronouncedly 
ataxic, and tremor in tongue is increased.” 
The reflexes were not as active as form- 
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erly, but were present in entirety. The 
atrophy of right optic nerve has in- 
creased. Patient had several attacks of 
exquisite pain in muscles of back that 
were quite persistent and resistive to treat- 
ment. 

During the years 1895 to 1898, there 
was practically no change in character of 
symptoms. Both the physical and 
psychical stigmata were constant, and 
showed no variation in intensity or de- 
gree. 

The following clinical note was made 
during March, 1898: 
toms: 


“Motor symp- 
Patient is unable to walk but a 
few steps without assistance, and remains 
in bed. Has a fair amount of strength 
for her age. All movements, especially 
those of the face, tongue and upper ex- 
tremities are impaired by incodrdination, 
and this symptom is often exaggerated to 
such an extent that it appears like a course 
tremor. There is a fine tremor present 
while the muscles are at rest. Her move- 
ments are choeric in character. Articu- 
lation is performed with difficulty, by 
means of this. The muscle reflexes are 
normal—the reflexes of the triceps are 


normal 





both knee jerks are slightly in- 
creased—reinforcement has 
effect—plantar 


no obvious 
present—pupil- 
lary and other organic reflexes are nor- 
mal.” 


reflexes 


“Sensory—Pain is absent 
sia is absent. 





paraesthe- 
There is a slight dullness 
of general sensation, probably due to 
senile changes. Patient is quite deaf and 
rapidly failing in vision. Muscular sense 
is slightly impaired.” 

“Trophic—There is no muscular 
atrophy—there is the normal change in 
bony contour. The skin, hair and nails 
present the usual changes, incidental to 
old age.” 
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“Mental—At times the patient is 
slightly depressed, but on the whole is 
as cheerful as her condition warrants. 
There is at present no evidence of delu- 
sions, hallucinations or illusions. Her 
disposition is very pleasant. During the 
fall of 1898 a general wasting of mus- 
cles of legs was noticeable. An attack of 
capillary bronchitis supervened, from 
which she recovered.” 

From this time until a few months be- 
fore death patient remained practically in 
the same state. However, there was a. 
progressive asthenia, shown principally 
in an impaired nutrition and gradual loss 
in weight. Two months before death 
complained of perverted taste and refused 
to take food. Later complained of pain 
in chest and sleep was interrupted. Dur- 
ing March, 1900, there was marked 
oedema of feet and ankles, due to circu- 
latory interference. This symptom in- 
creased, and she died of exhaustion, April 
6, 1900. 

Pathological report by Dr. Theophil 
Klingmann, Ann Arbor, Mich. There 
was found sclerotic tissue in the middle 
cerebellar peduncle and in the medulla. 
The olivary bodies and other relative 
fibers were atrophied. Sclerotic tissue 
was found in various parts of the white 
matter of both hemispheres of the cere- 
brum, irregularly distributed. Patches of 
sclerosis were found in both optic tracts. 
There was marked arterio-sclerosis in all 
the vessels of the brain. 


was similarly involved. 


The spinal cord 
The patches of 
sclerosis were small, but quite numerous. 

Microscopical examination of affected 
tissues showed marked degeneration of 
nerve fibers and overgrowth of connective 
tissue. 
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CAFFEIN IN TREATMENT OF DIABETES. 
—It is recommended to overcome fatigue, 
as it acts as a general tonic to the heart 
and kidneys. It is also of service in grave 
pneumonia for old people and in cases of 
adynamia, 


HR Sede ests... 6608s. ss er. XIV 
CE in 0 td Cewkemewwnaes er, XXX 
Pra GT. nk hee een des dr. iss 


M. Dissolve with heat. 
Sig. Ten drops hypodermically four to 
five times a day. 


If a stronger solution is needed, the fol- 
lowing can be used: 


KR Sodu salicylatis .......06.4: er. xiv 
RN gk creeioeaseaewens dr. 1 
rr rrr dr. Iss 


M. Dissolve by heat. 


Sig. Ten drops hypodermically three 
or four times a day. (Jour. A. M. A., May 
27, 1905.) 


THIOCOL IN TUBERCULOsIS.—It is one 
of the best of the creosote preparations. 
In intestinal tuberculosis its use in several 
cases brought about a normal condition 
and number of stools in about two weeks. 
In laryngeal tuberculosis the author has 
used thiocol internally and locally as an 
insufflation in combination with borac 
acid and cocaine in a few cases with uni- 
formly good results. This preparation is 
an important addition to our amamen- 
tarium since it is pleasant to take (given 
in orange syrup), does not disturb the di- 
gestion, and when given early in pulmon- 
ary tuberculosis, before much destruction 
of tissue has taken place, exercises a 
favorable influence upon the inflamma- 
tion, lessening the secretion, cough, fever 
and hyperidroses and increasing the 
weight. The dosage is 714 grains four 
times a day. (Ssaboky, Wiener klin. 


Wochenscrift, 1904, No. 42.) 


THERAPEUTIC NOTES. 


Cherapeutic Hotes. 


VARICOSE ULcEers TREATED WITH 
PEROXIDE OF Z1INc.—Beurmann has em- 
ployed peroxide of zinc in powder and as 
a 20 per cent. ointment. This is applied 
to the ulcer and covered with sterilized 
gauze which is left on for three to six 
days. In all cases the secondary infection 
of the ulcers disappeared and granulations 
and cicatrization developed quicker than 
by other methods. (New York Medical 
Journal, May 27, 1905.) 


HiccoucH.—Robin, in Med. Press, 


recommends the following combinations 
in relieving hiccough: 


D. Frere idsonsiieieaas er. 1 
Alcoholis q. s. 
Morph, hydrochlor ........ er. 1. 
Atropine sulph ........ er. 1/5 
I ss ccaccksdkeeaeenes oT, XV 
Aque laurocerosi ........... dill 


M. Sig.: Five drops four times a 
day. And 
I}. Magnesiz (calcined) ....gr. xxx 
Seis RAE eis co ce aren er, XX 
CORI sa2 ccc or, 1/5 
Bismuthi subnit ......... er, XV 
Pie: Cf 555455 ceeaes gr. XV 
M. Ft. chartula Noi. Sig.: One such 


powder three times daily. 


Acute Pruritus.—M,. Gaucher, in 
Amer, Med., recommends that patients 
suffering from acute pruritus shall be 
placed on a strictly milk diet at first and 
later a milk-vegetable diet. To calm the 
itching he recommends acetic acid lotions, 
followed by ointments of menthol and 


guaiacol, 1 to 2 per cent. 


The following ointment is recom- 
mended : 
KR Guaiacol 
Menthol, 44 ......... gr. Xv 1 
DORI: ccscaxseaneie 5lliss 100 
M. Ft. unguentum. Sig.: Apply 


locally morning and evening. 
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Lditorial. 


“COME INTO MY PARLOR SAID 
THE SPIDER TO THE FLY.” 


It is profitable to look at ourselves 
through another’s eyes, or as Burns puts 
it : 

“Oh wad some power the giftie gie us 

To see oursel’s as others see us! 

It wad frae monie a blunder free us, 
And foolish notion.” 


The picture suggesting this thought 
was published in the advertising columns 
of the Medical Record, May 13, 1905, 
page 44. It readsthus: “The practice of 
refraction is the most profitable adjunct 
to the physician’s general practice. We 
teach you all about it, also advanced 
ophthalmology by correspondence. All 
who take our course are entitled to and 
receive a diploma from a well known 
chartered college of ophthalmology. De- 
gree “Dr. of Optics.” (From a late ad- 
vertisement of a chartered college of 
ophthalmology, we learn that the course 
lasts six weeks, and costs $7.50.) 

This advertisement in the columns of 
the Medical Record shows that the col- 
lege expects to attract readers of the Rec- 
ord—imainly licensed regular physicians. 
It appeals to their thrift in several par- 
ticulars, viz.: 1. It is a profitable ad- 
junct to their general practice. 2. It can 


be learned without leaving home. 3. The 
degree of “Doctor of Optics” is given at 
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the end of the course. 4. From an ad- 
vertisement in an optometry journal we 
learn that all this is cheap—seven dollars 
and fifty cents. 

Primarily these colleges were intended 
to fit opticians to practice ophthalmology. 
Now they are advertised to regular phy- 
sicians, to teach them ‘“‘the practice of re- 
fraction” and advanced “ophthalmology.” 

Doctors have been duped by promoters 
of “salted mines,” “fake manufacturing 
establishments,” “rubber plantations,’ 
“watered stocks,” etc.; robbed of their 
hard earned savings, but that they should 
be regarded sufficiently hungry to bite at 
this proposition, indicates that outsiders 
look upon doctors as ignorant in their 
own field, viz.: “ophthalmology” includ- 
ing refraction. That physicians, col- 
leagues of Von Graefe, Donders, Bow- 
man, Agnew, Williams, Knapp, etc., 
should be asked to learn ophthalmology 
from opticians, peddling diplomas for 
seven dollars and fifty cents, teaching that 
most intricate science and art by corre- 
spondence within six weeks, through the 
columns of a regular medical journal, 
shows how low the laity esteem the med- 
ical profession. 

That any reputable medical journal 
would publish such an advertisement 
shows that for money it is willing to pub- 
lish regularly a standing insult to every 
educated physician. 

Soberly there must be some basis in the 
estimate placed by these colleges of 
optometry and proprietors of medical 
journals, upon the profession. They 
must have found compensation by some 
doctors, seeking personal gain through 
such sources. 

With ophthalmological hospitals and 
schools, scattered in every large medical 
center over the country, it would seem 
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that all doctors desiring to qualify them- 
selves for ophthalmological work, would 
utilize these advantages. True they call 
for longer or shorter absence from home; 
they cost more than seven dollars and fifty 
cents; and the really good ones far more 
than six weeks, but they give some actual 
basis on which to do good work. They 
show that the practice of refraction is one 
of the most laborious, complicated, and 
(difficult fields of medical practice; and 
that competence in ophthalmology de- 
mands as a foundation the broadest 
knowledge of medicine and surgery, and 
a superstructure, of long training in deli- 
cacy of perception of slight variations 
from physiological function, in minute 
structures; a quickening of sound judg- 
ment, and a fineness of manipulation, only 
attained by actual experience with clinical 
material under the guidance of a com- 
petent instructor. He who cannot unravel 
the relation of damaged, or deformed eye 
structure, to the general nervous system, 
or who cannot read in the eye evidence of 
disease in distant organs, is quite un- 
worthy the name of ophthalmologist. It 
cannot be too strongly urged that as drug- 
gists are for the compounding and sale of 
physicians’ prescriptions, so opticians are 
for the adjustment of spectacle frames, 
and fitting therein the lenses 
ophthalmologists have prescribed. 

This is a long distance from the op- 
ticlans advertising to teach physicians 
ophthalmology. 


which 





PARATYPHOID FEVER AND 
CLOSELY ALLIED 
INFECTIONS. 

Herbert Fox in a recent publication* 
very nicely states some of the more recent 





*University of Pennsylvania Medical Bulletin, 
April, 1905. 
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facts in regard to the “Intermediate” 
group of organisms: 

Buxton suggests that the following 
classification for all members of the in- 
termediary group (except bacillus dysen- 
teriae) between the bacillus coli and bacil- 
1. Paracolons causing no 
typhoidal symptoms in man, composed 
of many different members but cul- 
turally alike. 2. Paratyphoids causing 
typhoidal symptoms in man and subdi- 
vided into type “A” (those cultures dis- 
tinctly unlike the paracolons) and into 
type “B” (those cultures resembling para- 
colons but a distinct species). 

Paratyphoid fever differs from typhoid 
fever in a shorter invasion stage and rise 
of temperature; shorter or absent period 
of continued fever; and marked diurnal 
remissions of temperature, much deeper 
than enteric and without periodicity. An 
absence of the Widal is suggestive, if it 
persists in reasonably high dilutions. 

The duration of paratyphoid fever is 
on the whole shorter than typhoid and 
the cases where type “B” was adjudged 
the etiological role, this fact is more strik- 
ing than in the type “A” cases. 

The general findings of the type “A” 
cases are nearer to typhoid than type “B,” 
the latter presenting a picture more like 
septicaemia. 

The complications of type “B” infec- 
tions are more numerous, more purulent 
and the course is more fulminating in 
these cases. 

The causal germs belong to the inter- 
mediates of the typhocolon series, the 
type “A” being nearer the bacillus of 
Eberth, while type “B” approaches the 
meat-poisoning group. 

Antityphoid serum will clump. the 
paratyphoid “B” at the same time as the 


bacillus typhosus, sometimes even in 
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tion of a patient’s serum to both bacillus 
typhosus and paratyphosus type “B” even 
if the latter be in higher dilutions, will 
not permit a diagnosis. On the other 
hand, only twelve times in 94 cases of 
typhoid fever did the serum react with 
type “A” paratyphoid, so that a positive 
reaction with type “A” and not with the 
bacillus typhosus may be taken as nearly 
a proof of the existence of an “A” para- 
typhoid infection. 

It seems probable that there must be 
some other factor responsible for coag- 
glutinations than an increase of the ag- 
glutinins normally present in the blood. 

The best proof of the existence of a 
para is the isolation of the 
bacterium, the saturation test and the 


infection 


bacteriocidal action. 





A NEGLECTED BRANCH OF MED- 
ICAL TRAINING. 


Amid numerous flourishing specialties, 
that of “good manners’ has been sadly 


neglected. Yet a doctor’s success, and 


that of medical organizations, is largely — 


conditioned on the “manners of the indi- 
vidual.” 

Formerly the basis of membership in 
the American Medical Association was 
the ‘“‘manners” taught by Percival in let- 
ters to his son just entering the medical 
profession. In a modified form they are 
still commended to the favorable consid- 
eration of physicians, 

While some sort of manners have been 
a necessity to physicians in their inter- 
course with colleagues and _ patients, 
there has been no exhaustive study of the 
subject and so no universal standard. In 


most communities the most forceful phy- 
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sician set “the pace.” Something of 
homogeneiety has followed the increas- 
ing practice of frequent commingling of 
physicians in large associations. But this 
is still imperfect, as he learns who moves 
from one city or state to another. 
Professional manners have three dis- 


tinct relations, first to other doctors; sec- 


ond, to the community, and third to the 
patients of doctors. The young doctor 
comes into the community as a teacher of 
individual and community health, and all 
that relates thereto—as such he is apart 
from others and on a different intellectual 
plane—a fact which gives distinctive 
color to his manners. 





No conscientious physician escapes 
great perplexity, in many relationships 
thrust upon him by novel situations, and 
when too late sometimes regrets the 
course adopted. Not a few have met a 
Waterloo because ignorant of good man- 
ners. Others have failed to make a favor- 
able impression on fellow doctors, on the 
community, or even their own patients— 
so drifting to personal ruin, and profes- 
sional disgrace. 

In large degree professional bad man- 
ners, arise from defective college train- 
ing. Few colleges make any pretence of 
training their students in ‘good profes- 
sional manners; many provide teachers 
with offensively bad manners, so that the 
wonder is that so many graduates acquire 
“good manners.” 

Medical colleges should provide teach- 
ers with model good manners, so that 
students might absorb them by daily con- 
tact. More than is generally believed the 
teacher’s manners are wrought into the 
texture of the student’s life. 

Second, the college should provide an 
adequate course of instruction, the teacher 
of each separate sort of practice, combin- 
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ing his own studies, with those of his 
predecessors, so making an “up-to-date’’ 
course. 

Third, the college should require a final 
examination on “good manners” ere con- 
ferring the degree of doctor of medicine. 
State Medical Examining Boards could 
materially assist in this propaganda, by 
requiring of applicants for a State license, 
an intelligent knowledge of “good man- 
ners.” 

Lastly, medical societies would do well 
to promote this part of “medical so- 
ciology,” as their efficiency and very ex- 
istence are intimately allied to the reign 
of ‘good manners” over each member of 
the medical profession. 





A CONGRESS ON QUACKERY. 


Quackery has always existed but never 
flourished more luxuriantly than at the 
present time. One form no sooner lan- 
guishes than a dozen sprouts arise, each 
more noxious than the parent stem. No 
country is free from its ravages, no peo- 
ple escape its infection. One form ap- 
peals to the ignorant, another to the re- 
fined and cultivated. Its scientific study 
has never been undertaken, though it 
would seem as worthy a subject for in- 
vestigation as the “great White Plague.” 


From the Sf. Louis Medical Review 
we learn that a Congress on Quackery 
opened in Paris May 8th. Its program 
gives twenty-five subjects for discussion 
thus: “Illegal practice of medicine by 
bone-setters, sorcerers and empirics mag- 
netizers and clairvoyants. Facts as to 


illegal practice of medicine by lay people, 
or clerics under pretense of charity. 
Illegal practice of medicine by members 
of the societies for the aid of sick and 
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wounded ; by nurses, manicures, pedicures, 
barbers, hairdressers, pharmacists, her- 
balists, bandagistes, opticians, electri- 
cians, dentists, foreign doctors, medical 
students, sanitary officers, massotherapeu- 
tists, etc., etc.; doctors who overstep the 
privileges confered by law by covering 
shady enterprises with their diplomas; 
the part played by the lay press in the 
matter of illegal medical practice; med- 
ical pharmaceutical advertising by per- 
sons who do not possess a medical di- 
ploma; illegal and charlatanic practice of 
medicine by advertising; how the public 
should be warned as to the danger of 
illegal practice; social causes of illegal 
medical practice; critical examination of 
medical practice law; action of medical 
syndicates; creation of a central office for 
the repression of illegal medical practice.” 

These topics cover a wide field, but in 
the United States many other things need 
considering. We have all the infections 
of the profession here given and more. 

We have devoted much energy to the 

searching out and repression of infections 
undermining the health and prosperity of 
the laity, as shown in organized Health 
Boards, sanitary movements, etc., etc., 
heating, lighting, ventilation, school 
building and all arrangements by which 
healthy men and women may emerge 
All this is well, 
but this Congress on Quackery suggests 
the query, have we done all we could to 
free the medical profession from the in- 
fections which sap its strength? 

Have we ever made any systematic ex- 
haustive study of these infections with the 
object of reducing their number and limit- 
ing their ravages. Occasionally an indi- 
vidual has published a brief study of a 
single infection that had forced itself upon 
his attention, but it does not appear that 


from the state schools. 
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any great move was started that materi- 
ally diminished its blighting force. 

The questions involved may all be 
classed as medical sociology—an unde- 
veloped branch of medicine. It is sug- 
gested that medical organizations, small 
and great, arrange to study the field be- 
longing to each, and provide means for 
enforcing their findings, to the end that 
wholesome, healthful activities replace the 
noisome pestilence of quackery. 





County Society Hews. 


GENESEE COUNTY. 


The Genesee County Medical Society held its 
regular meeting April 25, 1905, at Flint. At the 
request of the State Nurses’ Association, the Bill 
pending in the Legislature, being an Act to Pro- 
vide for the Examination, Regulation, Licensing 


and Registration of Nurses, was unanimously 
adopted. 

J. R. G. Manwaring read a paper on “Flat 
Foot.” 
Abstract: 


Often overlocked in diagnosis and called by 
other names as “Rheumatism,” “Neuritis,” “Neu- 
ralgia,’ or some form of “Arthritis.” 

Anatomy of Foot.—One long arch, the longi- 
tudinal, and one shorter, the transverse or an- 
terior. In walking the foot tends to flatten, get 
broader, lengthen, and to rotate outward as in 
valgus. This is prevented by the shape and rela- 
tions of the bones, fibrous structures, and strong 
muscles. If any of these are diseased or im- 
paired then trouble begins in the foot. 

Etiology.—Indirect causes are wrong habits of 
walking or standing, improper footgear, occupa- 
tions requiring much standing, and weak neu- 
rotic tendencies in the individual. Direct causes 
may be or may not be found, but usually the 
symptoms date back to some traumatism of the 
foot or leg, a preceding inflammation of the parts, 
rapid increase in weight as in middle aged women, 
prolonged illness, often typhoid fever or compli- 


cated pregnancy. It may accompany paralysis of 
the leg. 


Symptoms.—Pain is the first noticed. It may 


be anywhere in the foot or even in the leg, knee, 
Aching and cramping of the muscles are 
Tenderness about the 


or hip. 
frequent from overwork. 
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arches and under the 
transverse arch is involved as 


if the 
in “Morton’s Dis- 
along *the nerves 


metatarsal heads 


ease,’ comes. Sensitiveness 
also occurs. Swelling either simple or inflam- 
matory is found sometimes. Limitation of the 
joints results from the inflammation. Atrophy of 
leg muscles is not unusual. Alterations in the 
gait are noticed. The arch may have changed but 
little or may be broken to any degree. When 
the anterior arch gives way the foot is broader 
and there is a callous under the front where the 
central groove should be. Imprints of the foot 
may show nothing. 

Course—In mild cases where only a tempo- 
rary deficiency has occurred, recovery may be 
complete. Those with more chronic conditions 
rest and change in occupation may relieve. If 
not treated they may get worse until almost com- 
plete disability arises or the enforced rest may 
keep the disease at a tolerable stage. 

Treatment—In mild cases, massage, applica- 
tions of heat or cold, adhesive strapping, bandag- 
ing, or temporary pads in the shoe may be all that 
is necessary. If not then a plate properly ad- 
justed for support of the breaking arch is neces- 
sary. Best made over a plaster model of the sole 
corrected somewhat. This should be worn until 
tolerance is established. If active inflammation 
is present then plaster dressings are to be used 


until this all subsides and then a plate can be 
fitted. 


Results of Treatment—About one-third re- 
cover entirely from the symptoms, about one- 
eighth have no relief, and the rest are more or 
less improved. If the patients would carry out 


the instructions always the results would be bet- 
ter. (Blodgett.) 
H. R. Nizgs, Sec’y. 





INGHAM COUNTY. 


The Ingham County Medical Society met in 
Leslie at the residence of F. L. Seger, May 17, 
1905. Most of the physicians were accompanied 
by their wives. At noon an elaborate buffet 
luncheon was served by Mrs. Seger. 

The following resolution was adopted: 

“Resolved, That copies of all articles appear- 
ing in the daily press in this county relating 
to members of this society shall be placed in 
a scrap book which shall be kept on the secre- 
tary’s desk for the inspection of members. All 
articles appearing between meetings of this society 
shall be read at each meeting, and any members 
whose names shall appear therein will have the 


privilege of attaching thereto a written explana- 
tion.” 


L. ANNA BALarp, Sec’y. 
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WASHTENAW COUNTY. 


The annual meeting of the Washtenaw County 
Medical Society was held yesterday and was one 
of the most profitable meetings ever held in the 
history of the society. It was marked by the 
presence of a representative gathering of the 
Jackson County Medical Society and many of the 
visitors were accompanied by their wives and 
iady friends. The business session was held in the 
morning and at this time officers were elected as 
follows: President, J. A. Wessinger; Vice-Presi- 
dent, Roger S. Morris; Secretary-Treasurer, John 
William Keating; Board of Directors, Conrad 
George, Sr., Ellen B. Murray, Ypsilanti, F. H. 
Smith, Willis, Geo. E. Sanford, Saline, A. G. 
Mesic, Milan. 

In the afternoon a clinical session was held 
and was attended by the ladies. From 1:30 to 3 
o'clock, Dr. Dock conducted a medical clinic and 
from 3 to 5 a gynecological clinic was held by Dr. 
Peterson. 

The following physicians were elected to mem- 
bership: E. E. Butterfield, J. W. Vaughan, Cath- 
erine Crawford, Ann Arbor; Charles Wood- 
bridge, Saline; Chas. F. Kapp, Manchester. 


J. W. Keatine, Sec’y. 





Medical ews. 


In June, 1904, Jan Bakker, administrator of the 
estate of Steven Bakker, deceased, brought an 
action against Doctors D. Emmet Welsh and 
Ralph C. Apted, in the Superior Court of Grand 
Rapids, to recover damages. Their cause of 
action was stated in two counts. 

The first count in their declaration, in sub- 
stance, was Steven Bakker, deceased, was of the 
age of seventeen years, and lived and resided 
with his father, Jan Bakker, and the father re- 
ceived the benefit of the services and earnings 
of the said Steven Bakker, deceased. That on the 
24th day of February, 1904, the defendants, with- 
out the knowledge or consent of the father, under- 
took to remove a tumor from the ear of the said 
Steven Bakker, and to effect such removal the 
defendants administered chloroform in such quan- 
tity, and in such manner as to fully overpower 
and cause the immediate death of the said Steven 
Bakker. 

The second count in the declaration averred 
that, without the consent of the father, the de- 
fendants took the deceased Steven into the oper- 
ating room of Butterworth Hospital, and admin- 
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istered chloroform to the deceased in a careless 
and negligent manner, without the exercise of 
due care and caution, and in an everwhelming 
quantity, and in such negligent manner, and in 
such excessive ad unreasonable quantity as to 
fully overpower and forthwith cause the death 
of the said Steven Bakker. 

Both counts averred that the patient was in 
perfect health. 

The case was tried on the 19th, 20th, and 22nd 
days of May, 1905, by the Judge of the Superior 
Court, who instructed the jury that the plaintiff 
was not entitled to recover under either count. 
The following is the charge of the Court: 

THE Court: Gentlemen, from the investiga- 
tion I have given this case I have determined not 
to submit it to the jury, and I will state briefly 
my reasons for that action: When a case is 
brought in Court the plaintiff states his cause of 
action through his attorneys in what is known 
as the declaration, and this declaration contains 
what is known as two counts, 

In the first count of the declaration the injury 
complained of is that this young man was a 
minor and that it was known to the defendant 
Welsh that he was a minor and that it was his 
duty to inform his parents before entering upon 
this operation of that fact and get their consent 
before so entering upon this operation. 

The second count charges what is known as 
malpractice or the want of skill in the operation 
and that he died by reason of an improper admin- 
istration of an anesthetic. 

These issues are met on the part of the defend- 
ant by the pleadings, in this case called a plea, 
and that makes the issues in the case which go to 
the jury for trial. If there is no conflict in the tes- 
timony it simply depends on whether the claim 
made by the plaintiff and admitted in the evidence 
makes out a case in law. 

After listening to the testimony in this case in 
regard to the second count the Court had no diffi- 
culty in determining that there could be no recov- 
ery on the second count; it appears to the Court 
in this case that there was no malpractice, no 
want of skill exercised and nothing left undone 
that modern skill and science could provide, but 
it was one of those unfortunate circumstances: 
that will occur notwithstanding all the precau- 
tions that may be taken; but on the other count 
the Court has been very much in doubt, and there 
has been no decision brought to the attention of 
the Court that gives any assistance, as to whether 
it was absolutely necessary that the consent of the 
parents should be obtained before entering on this 
operation, but in a careful examination of the 
pleadings and the law so far as I have been able 
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to make it, the Court is satisfied that a cause of 
action cannot be based in a case of this kind en- 
tirely upon a want of consent; the want of con- 
sent of the parent is not the moving cause of in- 
jury, the operation itself is the cause, and there- 
fore taking the testimony to be true throughout 
the case introduced on the part of the plaintiff by 
every witness, it has seemed to me that the law 
does not give a cause of action, and therefore 
with that view of it there is nothing to submit to 
the jury and I shall be obliged to instruct you to 
render a verdict of no cause of action, which 
will be recorded by the clerk without your retir- 
ing. 


The thirteenth annual meeting of the Arizona 
Medical Association was held at Prescott, June 
1-2, 1905. 


The Association of American Physicians elected 
the following officers at Washington, May 17, 
1905: President, Frank Billings, of Chicago; 
Vice-President, F. Kennicutt, of New York; Sec- 
retary, Henry Hun, of Albany; Recorder, Solo- 
mon Solis-Cohen, of Philadelphia; Treasurer, J. 
P. Crozer Griffith, of Philadelphia, and Council- 
or, T. Mitchell Prudden, of New York. 


The claim for $100,000 for medical services by 
L. C. H. Ziegler, of Chicago, against the estate 
of Harriet McVicker, widow of the theatrical 
manager, was disallowed by Judge C. S. Cutting, 
of the Probate Court, who held that the claim 
was excessive and instructed Dr. Zeigler to submit 
a modified bill. 






Recently a woman died in St. Louis, Mo., the 
cause of death being described as bronchitis and 
pulmonary hemorrhage. The body was embalmed 
and shipped to Indianapolis for burial. Advices 
from Indianapolis state that the undertaker who 
took charge of the body there became infected 
with hemorrhagic smallpox and that a number 
of people who attended the funeral have devel- 
oped smallpox. The undertaker who embalmed 
the body in St. Louis has since developed hem- 
orrhagic smallpox from which he died. The local 
Board of Health called the attending physi- 
cian to account, but he claims that there were no 
signs of smallpox in the case. The women who 
dressed the body state there was no eruption on 
it, but the Board at Indianapolis claims the body 
showed signs of hemorrhagic smallpox when it 
was exhumed. 
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Miscellaneous, 


CHANGE IN MEMBERSHIP. 
May 15th to June 10th.) 
NEW MEMBERS. 


K. Andrews, Mancelona, Mich. 
F. Baugh, Lansing, Mich. 
H. Brucker, Lansing, Mich. 

D. Chapin, Columbiaville, Mich. 
. Clark, Mancelona, Mich. 

. Dodge, St. Johns, Mich. 

. Dunn, St. Johns, Mich, 

. Dunn, Port Huron, Mich. 

. Ferguson, Rudyard, Mich. 
F. Huntley, Manton, Mich. 
Jeffries, St. Johns, Mich, 

D. H. Macpherson, Fowler, Mich. 
A. H. Miller, Sault Ste. Marie, Mich. 
H. B. Mills, Grand Rapids, Mich. 
J. H. Mosley, Mancelona, Mich, 
A. T. Parrish, Ovid, Mich. 

C. B. Porter, Elsie, Mich. 

L. P. Redner, Norway, Mich. 

J. J. Roach, Bennington, Mich. 

A. Schwartz, Norway, Mich. 

W. A. Scott, St. Johns, Mich. 

. J. Shank, Lansing, Mich. 

. E. Spencer, Port Huron, Mich. 
. P. Swift, Norway, Mich. 

. G. Wright, Fenton, Mich. 


D. 
c 
c 
“ 
H.B 
J.B 
F.C 
R. J 
J. A 
V. 
A. 
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CHANGE OF ADDRESS. 
G. W. Beeman, Traverse City, Mich. 


W. D. McHugh, Ontonagon, Mich. 
F. A. Waples, Cody, Wyo. 





BOOKS RECEIVED. 


SurcicAL Dracnosis. By Otto G. T. Kiliani, 
M. D. Wm. Wood & Co., New York, 1905. 


PRACTICAL PROBLEMS OF DIET AND NUTRITION. 
By Max Einhorn, M. D. Wm. Wood & Co., 
New York, 1905. 


CLINICAL TREATISES ON THE PATHOLOGY AND 
THERAPY OF DISORDERS OF METABOLISM AND Nvu- 
TRITION. By Prof. Dr. Carl von Noorden. Trans- 
lated by Broadman Reed, M. D. Vol. VI. Drink 

(Thirst Cures), Particularly in 
E. B. Treat & Co., New York City, 


Restriction 
Obesity. 
1905. 
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BOOK NOTICES. 


Book Wotices. 


Under the Charge of 
RAY CONNOR. 


INTERNATIONAL Ciinics. Vol. I. Fifteenth Series. 312 
pages. 27 illustrations. Cloth, $2.00 net. J. B. Lip- 
pincott Co., Philadelphia and London, 1905. 


The present volume contains, in addition to 
the reguar sections on Treatment, Medicine, 
Surgery, Neurology and Obstetrics, a review 
of the Progress of Medicine, 1904. This neces- 
sitates somewhat briefer sections, and those 
on Treatment and Obstetrics are comparative- 
ly short. In the section on Surgery, Archibald 


Young contributes an interesting account of 
the Treatment of Severe Burns, involving ex- 
tensive areas of skin by means of Wolfian 
grafts. He has nothing new to bring forth, 
but has so modified the technique as to permit 
of greater rapidity in the preparation and 
planting of the grafts. In contrast to the 
Thiersch method, these grafts nearly always 
take. Robt. Dawbarn gives a clinical lecture 
on the Starvation of. Malignant Growths by 


Depriving Them of Blood Supply, a procedure 
which, while not usually curative, still gives 
the surgeon one additional means of combat- 
ting a dreaded foe. In the section on Neur- 
ology a case of cerebellar tumor is reported 
by J. Walter Carr and the impossibility of an 
accurate localizing diagnosis pointed out. 

Dr. Stevens reviews the year’s work on 
treatment briefly and comprehensively. Medi- 
cine is covered by Drs. Edsall and Stanton. 
J. C. Bloodgood considers the advances in 
surgery. According to his opinion, the most 
important experimental investigations having 
practical surgery value during 1904 are those 
of Sauerbruch and Brauer on the Surgery of 
the Thorax. Sauerbruch’s original apparatus 
for opening the thoracic cavity is pictured, as 
well as his later model. A diagram is also 
given of the pneumatic operating-chamber in 
the surgical clinic at Breslau. Both these in- 
vestigators are agreed that maintaining a low- 
er pressure around the lungs is preferable to 
raising the pressure in the trachea. Mikulicz 
has already operated nine times in this cham- 
ber, although the details are not as yet pub- 
lished. 

The volume is well illustrated and quite up 
to the standard of these well known and val- 
uable publications. 


THE Open-AIR TREATMENT OF PULMONARY TUBERCU- 
Losis. By F. W. Burton-Fanning, M. Cantat. 
Pages 176. Illustrated. Cloth, $1.50 net. W. F. 
Keener & Co., Chicago, 1905. 

This attractive little book approaches the 
subject in a very practical way. The effort is 
made to separate the essential from the non- 
essential things in the care of these cases. The 
importance of a proper selection of the case 
is urgently insisted on not only for the good 


of the individual, but also for the credit of the 
methods employed. Open air, methodical rest 
and the proper use of exercise and food are 
the chief agents to combat the white plague. 


These must be scientifically employed and 
continuously used. The persistence in treat-’ 
ment is perhaps the most important of all. 

Thus the chief use of Sanatoria is as a kin- 
dergarten to start the cases in the right road 
and get them into proper habits which can be 
continued at home. Life-long care is the price 
the patient must pay for continued existence. 
The book is well written and amply repays 
the trouble of perusal. 


DISEASES OF THE HEART: A C1inicaAt TEXT-BookK FoR 


THE USE oF STUDENTS AND PRACTITIONERS OF MEDI- 

c1InE. By Edmund Henry Colbeck, B. A., M. D. 

350 pages, with 43. illustrations. Second Edition. 

Cloth, $2.50 net. W. T. Keener & Co., Chicago, 

1905. 

The practical little book approaches the all- 
important subject of heart disease from the 
clinical side and avoids as much as possible 
controversial matter. The book is dedicated 
by its author to his teacher, Sir William H. 
Broadbent, who has done so much to advance 
the clinical study of diseases of the heart. 
Brief chapters are given over to a considera- 
tion of the anatomy and physiology and a 
more extended one to methods of diagnosis. 
The various diseases of the heart are then 
taken up concisely and systematically, begin- 
ning with congenital affections, pericarditis, 
acute and chronic endocarditis. The different 
valvular lesions are taken up in individual 
chapters and a full discussion of diseases of 
the myocardium is given. A chapter on the 
functional disorders of the heart closes the 
book. The type is good, and numerous dia- 
grams and illustrations serve to add to the 
clearness of the text. 


A Hanp-Boox or Nursinc. Revised Edition, for Hos- 
pital and general use. Published under the direction 
of the Connecticut Training School for Nurses. 
Cloth. 318 pages. Illustrated. J. B. Lippincott 
Co., Philadelphia and London, 1905. 
The edition of 1878 has been changed and 

enlarged to meet the requirements of present 
day nursing. Part I. considers Medical and 
Surgical Nursing not only in the Hospital but 
in the Home, and much of value is contained 
in these chapters. This of course takes up 
the bulk of the work, but two shorter sections 
are given up to Directions for Monthly Nurs- 
ing and Family Hygiene and Emergencies, 
Many forms of treatment are well illustrated 
from photographs, and the book is serviceable 
not only to those who have had a good course 
in the training school but for those who are 
trying to do the work with less advantageous 
training. The book is nicely gotten up, and 
can be recommended to those who have to do 
with the care of the sick. 
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Under the Charge of 


HARRISON D. JENKS. 


Atypical Forms of Pneumonia.—Pneumonia 
is applied to two essentially dissimilar conditions, 
bronchd-pneumonia and croupous pneumonia. It 
frequently happens that one form bears a more 
or less superficial resemblance to the other, or 
that the conditions may resemble superficially 
both forms. The failure to recognize that these 
two forms are essentially distinct has been the 
cause of improper therapeutic conclusions, and 
has rendered the statistics of croupous pneumonia 
as to morbidity and mortality entirely worthless. 
We must, then, before the subject can be clear, 
differentiate the forms by the proper adjectives 
bronchial and croupous. By this grouping many 
of the commonly regarded atypical forms will 
fall properly into the broncho-pneumonia type; 
such for example as acute pneumonic phthisis, 
syphlitic pneumonia, many of the tuberculous, 
inhalation or deglutition pneumonias, postopera- 
tive and anesthesia, hypostatic, and influenzal 
pneumonias, the pneumonias of acute infections. 

This leaves, then, the remaining great group 
of croupous pneumonias, the most important of 
the acute infections of the present period. The 
typical forms of this disease are easily recognized, 
but there is a class which is not so easily recog- 
nized and can be regarded as atypical. 

1. Pneumonia in infants. Located more com- 
monly in the upper lobes, introduced by a convul- 
sion. Cerebral symptoms, especially torpor, re- 
traction of the neck muscles, occasional excite- 
ment with muscular twitchings suggest menin- 
gitis. Cough is often absent. 

2. Pneumonia in the aged. Develops insidiously 
and without a chill; cough and expectoration 
slight, and signs obscure. Marked tendency to- 


ward pulmonary oedema. Constitutional signs 
out of proportion to the physical signs. 


3. Pneumonia in the gqlcoholic. Often over- 
looked because masked by the delirium tremens. 
Slow onset and absence of fever; pain in side, 
cough and expectoration, and even dyspnoea may 
be absent altogether. In the habitual consumer 
of alcohol in large amounts who does not pre- 
sent signs of intoxication the disease is more 
like the typical form except there is a tendency 
to cardiac failure, septic condition and a pro- 
found asthenia. Prognosis in both forms highly 
unfavorable. 


4. Toxic, or “typhoid” pneumonia. This is a 
pneumococcus septicaema with secondary in- 
fection. Constitutional signs are severe, but phys- 


ical signs in the lung sliglt. Profound asthenia, 
ataxic symptoms, wandering delirium with jaun- 


dice and gastro-intestinal symptoms. Often no 
diagnosis is made during life. 
5. Epidemic pneumonia. Multiple cases of 


croupous pneumonia occurring in prisons, garri- 
sons and at times in private houses, showing 
either typical or atypical forms. Death rate is 
high. 

6. Larval pneumonia. Undeveloped forms of 
pneumonia are occasionally found. Two classes 
are common, (a) characteristic onset, fairly high 
temperature, evidence of local exudate, cough and 
rusty sputum, terminating by crisis in 2 or 3 days. 
So-called abortive form; (b) sickness slight, chill- 
iness, moderate fever, unsatisfactory physical 
signs. Diagnosis almost impossible. 

The atypical forms may be divided according 
to the pulmonary lesions as follows: 

1. Upper lobe or apex pneumonia. Common in 
infants and children, also in later life. Marked 
cerebral symptoms and often overlooked. 

2. Pneumonia migrans. Rare. One lobe after 
another is seat of exudate. Prolonged course. 
Termination by lysis. 

3. Central pneumonia. 
acteristic. 
of illness. 

4. Terminal pneumonia. Croupous pneumonia 
is often the terminal event in chronic diseases, 
especially phthisis, diabetes and disease of the 
spinal cord. Condition often latent becatise 
neither constitutional nor local signs indicate its 


Onset likely to be char- 
Signs not definite until several days 


presence. Detected often only on post-mortem 
table. 

5. Pneumonia in pulmonary emphysema. Con- 
stitutional symptoms are well marked. Rusty 


sputum is absent. Consolidation is not detected 
because of the emphysema. Pain is absent. 


6. Haemorrhagic pneumonia. The chill is fol- 
lowed by more or less abundant expectoration of 


blood. This lasts for several days-and gradu- 
ally diminishes. Otherwise disease is characteris- 
tic. 


The diagnosis of these atypical forms is diffi- 
cult in proportion as they depart from the type. 
In the extreme form terminal pneumonia, diag- 
nosis is often clinically practicable. Herpes 


occurs in half of the cases of pneumonia and is of 
diagnostic importance.—(J. C. Witson, New York 
Medical Journal, April 22, 1905.) 
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Under the Charge of 


GUY L. 


The Cause of Acromegaly.—The following 
theories have been advanced to explain the syin- 
tom-complex of this condition: 


1. Nervous theory (Magendi and von Reck- 
linghausen). The disease is supposed to be de- 
pendent upon changes in the nervous system. 

2. Theory of growth anomaly (Atavistic—Fre- 
und and Campbell). Acromegaly is not to be 
regarded as a disease proper, but as an anomaly 
of growth, the whole appearance suggests a re- 
version to the anthropoid ape type. 

3. Thymus theory (Klebs). This theory sug- 
gests that an increase in the vascular canals of 
a large and persistent thymus is the etiological 
factor. 

4. Genital theory. Acromegaly is accompanied 
in the majority of females by an early meno- 
pause and in males by impotence; hence the 
assumption that by the loss of function of the 
organs of generation an excess of blood is 
diverted to the extremities, resulting in their 
hypertrophy. 

5. Thyroid theory. Diseased conditions of the 
thyroid gland, which is occasionally found in 
acromegaly, are regarded as the causative factor. 


6. Enlargement of the hypophysis theory, This 
is not acceptable because in a few cases the en- 
largement is not found. 


7. Diseased condition of the hypophysis theory. 
This theory has been unsatisfactory because an 
extirpation. of this organ does not cause a state 
of acromegaly and because this organ can be 
markedly diseased from syphilitic or other chronic 
inflammations of the granulomatous, type and 
acromegaly does not result. 


8. Benda’s theory. Acromegaly is probably 
produced by a hypertrophy and hyperplasia of the 
chromphile cells of the anterior lobe of the hypo- 
physis, indicating an excessive activity of that 
gland. Lewis thinks that Benda’s theory is the 
correct one. His views are based on a microscopic 
examination of a case of his own, and also on 
the examination of the material from 
other cases. 


several 


Lewis’s case of acromegaly is noteworthy in 
that: 

1. It came to autopsy at an unusually early 
stage of acromegaly, the usual clinical course of a 
benign or chronic case having been interrupted 
by death du¢ to cerebral embolism and secondary 
hemorrhage. 


CON NOR. 


2. The hypophysis appeared normal upon gross 
examination, but microscopic examination re- 
vealed a hyperplasia, ~specially of the chromo- 
phile cells, which is . nfirmatory of the theory 
that acromegaly is caused by an excessive func- 
tioning of the glandular elements of the anterior 
lobe of the hypophysis——(D. D. Lewis, Bulletin 
of The Johns Hopkins Hospital, May, 1995.) 


Mind-Blindness.—The optic merve passes 
backward from the retina (fibres from the nasal 
visual field crossing over through the optic chi- 
asma and fibres from the temporal field passing 
backward without crossing) and encircles the crus 
cerebri,, entering the geniculate bodies, anterior 
corpus quadrigeminum,and the optic thalmus. 
Irom these ganglionic bodies fibres then pass out- 
ward and backward and finally reach the apical 
occipital cortex and seem to have their maximum 
field in the neighborhood of the calcarine fissure 
on the mesial surface of the lobe. Higher visual 
coordinating combining centers no doubt exist 
and are probably located in the angular gyri of 
the parietal lobes (Nervous and Mental Diseases, 
Church and Peterson). 

Holden reports a case of mind-blindness where 
no lesion was found of the retinae, optic nerves, 
optic radiations or mesial surface of the occipital 
lobes. There was, however, present in the outer 
cortex of each cerebral hemisphere, including on 
each side the angular and supramarginal gyri, 
marked areas of softing. There are doubtless 
several forms of mind-blindness. In the common 
form the patient unquestionably sees but does not 
recognize what he sees. That is, perception takes 
place probably in the lower cortical visual center 
about the calcarine fissure, but there is a destruc- 
tion or cutting off of the higher centers of visual 
apperception which lie presumably in and about 
the angular gyri. With this form of mind-blind- 
ness there are as a rule hemianopsia, defects in 
the visual fields, frequently aphasia and astereog- 
nosis. Holden’s case was unable to count fingers 
and his eyes did not follow a light. Nevertheless 
he seemed to be visually aware of the persence 
of persons in the room. At first glance he im- 
pressed one as blind, yet his behavior differed 
from that of patients in the same ward blind of 
optic atrophy—(E. A. Horpen, The American 
Journal of the Medical Sciences, May, 1905.) 
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MAX BALLIN. 


Spinal Anesthesia by Means of Stovain.— 
Sonnenburg was one of the first to try stovain, 
the new local anesthetic, discovered by Fourneau 
of Paris. Stovain has a similar chemical com- 
position to cocaine and eucain. The anesthetic ac- 
tion of stovain is somewhat less than that of 
cocaine (in equal doses). As stovain is less 
toxic, it can be given in larger doses than cocaine. 
Stovain dilates the blood vessels, retards the pulse 
and contracts the pupil. Injection of fatal doses 
in animals causes a fall of temperature (opposite 
of cocaine). 


Sonneburg has used stovain 60 times for spinal 
anesthesia, without every seeing any alarming 
symptoms, during or after the anesthesia, and be- 
lieves that stovain is superior to cocaine and eu- 
cain. The technic of injection in the spine is the 


same as that employed with cocaine. Dose is 0.04- 
0.07 grain. Anesthesia occurs inside of 2-10 min- 
utes—5 minutes is the average. , 


The anesthesia lasts from 30 minutes to 3 
hours. After effects, backache, stomach-ache, 
thirst and nausea were slightly and exceptionally 
complained of. In one case, 10 days after the 
injection of stovain, in an operation for a large 
peri-appendiceal fatal purulent  spinal- 
meningitis supervened. Post-mortem autopsy 
showed several other abscesses in the abdominal 
cavity, besides the meningeal affection. It is 
doubtful if the stovain injection was any causa- 
tive factor in producing the meningitis. In 60 
cases of stovain, spinal-anesthesia, 11 times the 
anesthesia was not sufficient, but the author refers 
this to faulty technic. Operations performed 
under this anesthetic include all kinds of oper- 
ations on the lower extremities. Operations for 
hemorrhoids, castration, appendectomy, herni- 
otomy, gastro-enterostomy, etc.—(E. SonNENBURG, 
Deutsche Medicinische Wochenschrift No. 9, 
1905.) 


abscess, 


Experiences from One Thousand Operations 
for Appendicitis—Kimmell draws the follow- 
ing conclusions for the treatment of appendi- 
citis. 

1. Every well-defined case of appendicitis 
should be operated upon immediately. The ear- 
lier the operation is performed, the more favor- 
able the prognosis. 

2. Cases coming under our care later than 48 
hours after onset of the disease should be treated 
conservatively by application of ice, opium, etc., 


unless very serious symptoms require inimediate 
operation. Physics are to be strictly avoided. 

3. Abscesses are to be opened as soon as recog- 
nized, simultaneous removal of the appendix is 
not always advisable. If the appendix has been 
left, it should be removed ‘after the abscess wound 
has healed. 

4. Every patient who had an attack of appen- 
dicitis should be protected against return of the 


disease by removal of the appendix. Appendec- 
tomy is also indicated in the chronic form of 
appendicitis—( HERMAN  KIMMELL, Deutsche 


Medinische Wochenschrift, No. 16 and 17, 1905.) 


Chronic Suppuration on Finger with Depo- 
sition of Carbonate of Lime.—The author ob- 
served two cases, both in women, one 40, the 
other 57 years old. They were characterized by 
formations of white, hard deposits in the sub- 
cutaneous tissue of the fingers. From time to 
time these deposits were discharged by means 
of formations of small abscesses. The deposits 
were shown to consist of carbonate and phos- 
phate of lime. The pus of the abscess was ster- 
ile. Radiography showed such deposits on all 
fingers and in the first case a large deposit was 
also found in the middle of the forearm. The 
disease existed for 12 years in one case, and pro- 
ceeded under exacerbations when abscesses 
formed. <A similar observation was made by 
Wildbolz on the fingers and toes of a woman 57 
years old. It seems that such cases as the above 
have been seen before by others, but the concre- 
tions were falsely considered to be goutic 
(urates.)—(THEoporR Dunin, Mitteilungen aus 
der Grenzgebicten der Medicin and Chirurgie, 
Vol. XIV., Part IV., 1905.) 


Encephalo Meningocele—W. D. Haggard 
discusses the malformations of the brain and 
its coverings, of which he says the three chief vari- 
eties are encephalocele, meningocele and hydren- 
cephalocele. His own case was an example of 


meningocele containing cerebral tissue. At birth 
a tumor as large as a goose egg was observed on 
the back of the head. This grew until, when the 
child was seen by the author, at the age of four 
months, it measured seventeen inches by twenty- 
three, and weighed five pounds after removal, 
the weight of the child being six pounds. The 
child reacted well after the operation, but died 
unexpectedly on the ninth day. The temperature 
had not been above 100 for the four days preced- 
ing, and for two days previously the only conspic- 
uous symptom was a lateral nystagmus.—(Medi- 
cal Record, June 10, 1905.) 
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GYNECOLOGY AND OBSTETRICS 


Under the charge of 


B. R. SCHENCK. 


The Methods of Inducing Labor.—Hirst 
contributes a timely article on the methods of 
inducing labor, making his deductions from a 
series of 217 patients, whom he has operated 
upon. Of these, labor was induced by bougies 
alone in 174 cases. The time required is noted 
in 138 and in 81 per cent., the child was born in 
less than 36 hours from the time the bougies 
were introduced. Labor was induced by bags 
alone in 23 instances and the delivery was ac- 
complished in less than 36 hours in 83 per cent. 

In selecting the method to be employed, the 
physician considers the patient and secondarily 
himself. For the patient, he desires the method 
which will cause the minimum of discomfort and 
risk; for himself, that which will give the least 
trouble and take the least time. The bougie 
method, in the author’s experience, best meets 
these requirements, 

The technic is as follows: Bougies, size 17, 
French, are sterilized by soaking in a 1-1,000 so- 
lution of sublimate. After thoroughly cleansing 
the vagina, sterilizing the hands and putting on 
rubber gloves, the bougies are rinsed in sterile 
water, anointed with sterilized vaselin and in- 
serted into the uterus. Before they are put in, 
one or two fingers should be inserted through the 
cervical canal and swept around the lower uterine 
segment, to separate the membranes. A _ small 
tampon of iodoform gauze is placed in the 
vagina, after the bougies are inserted. No pain 
has been caused and in the large majority of the 


cases, labor soon intervenes and progresses easily 


and naturally. 

The difficulties and embarrassments of the bag 
method are contrasted. 

Recently, Hirst modifies the above method but 


_ only in cases when there are no labor pains after 


24 hours. If this be the case, the patient is an- 
aesthetized and the cervix dilated to 6 or 7 cm., 
by means of a Bossi dilator. Up to this point 
there is no danger of injuring the cervix. A 
forceps is then applied and the child extracted, 
the whole operation requiring about 35 minutes. 
Prejudice against Bossi’s instrument, usually ex- 
hibited by those who have had no experience with 
it, is without reason. After 25 cases, the author 
highly recommends its use, stating that with a 
slow dilation, not exceeding 6 or 7 cm., taking 
20 or more minutes, there is not much more dan- 
ger of lacerated cervix than in the average labor. 
(Am. Med., May 6, 1905.) 


Operative Sterilization of the Female.— 
Kiistner of Breslau reports two interesting cases, 
showing the impossibility of absolutely prevent- 
ing conception by a partial resection of the tubes. 
The patients refused laparotomy and _ further 
pregnancies were contraindicated. He therefore 
opened through the cul-de-sac, resected 2 or 3 
cm. of both tubes and sutured the openings into 
the uterus. Within a year, both of the patients 
returned in the second or third month of preg- 
nancy. Kiistner concludes that in order to make 
absolute the impossibility of conception, it is 
necessary to resect the entire tube and close the 
uterine ostiaby meansof a carefully sutured 
plastic covering. (Monatsch. f. Geb. u. Gyn., 
si, A. &) 


Cholecystitis in the Puerperium.—Christiani 
states that reports of gall bladder inflammation 
during the puerperium are rare, due, as he be- 
lieves, to the difficulty of diagnosticating such 
cases. Two instances are described in detail and 
emphasis laid on the fact that not invariably is a 
pyrexia after labor, the result of puerperal in- 
fection, as it may result from infection in the 
appendix or in the gall passages. Both should 
be eliminated in making the diagnosis of puer- 
peral fever. As a general rule, operative inter- 
vention should be resorted to earlier under such 
conditions than in the ordinary case, for an in- 
volvement of the liver is more dangerous during 
and immediately after pregnancy than under 
normal conditions, while the gravid and puer- 
peral states do not render the operation more 
dangerous. 

Both the author’s cases were diagnosticated by 
the frequent vomiting of bile, the slight peri- 
toneal irritation and the slow, full pulse. (Jbid. 
No. 1.) 


Pruritis Vulvae.—The following is strongly 
recommended by the Buffalo Medical Journal in 
vulvar pruritis: 


WE Aue Te ss crash ccaciciisas dr. ii 
Actdl Catt; Gibiss ocncascias dr. i. 
Morphine Muriatis ......... «sted 
errr ‘Kivvne cake oz. 11 


M. Ft. unguentum. Sig.: Apply locally. 
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DERMATOLOGY, SYPHILIS AND CUTA- 
NEOUS RADIOTHERAPY. 


Under the Charge of 


A. P. BIDDLE. 


The Present Status of Roentgen Ray Ther- 
apy.—R. H. Boggs says that much experience 
is necessary in applying the X-rays in order to 
get the therapeutic effect, as the various mechan- 
ical guides to the dosage are not always reliable. 
The use of the fluoroscope involves a good deal 
of risk to the operator even if but infrequently 
employed, while it is really practically useless 
except for the purpose of testing tubes and mak- 
ing minor examinations and gives such untrust- 
worthy results that it should be discarded. Suffi- 
cient evidence has accumulated to give the X-rays 
a place in the treatment of all forms of tuber- 
culosis. While a large number of skin diseases 
are benefited by the application of the rays it is 
advisable to treat only the most obstinate in this 
manner, as trivial affections can be relieved by 
other measures with less expense to the patient. 
The author concludes by saying: (1) That the 
wide difference of opinion as to the value of the 
rays is largely due to the manner in which they 
are applied. (2) That if the best interests of our 
patients are to be considered, the rays must be 
given a place as a therapeutic agent. (3) That 
injury to the operators from the rays during the 
past two years has been due to thoughtlessness 
or lack of familiarity with what is going on in 
the X-ray world. (4) That in applying the rays 
it is essential to know the quality as well as 
the quantity of the rays absorbed, and that this 
must be varied to suit each individual case. (5) 
That unless the operator has had a wide experi- 
ence in the treatment of carcinoma, he should 
always consult a surgeon in each case, as it is 
certainly by the combination of surgery and X- 
ray that the best results are to be obtained.— 
(Medical Record, May 6, 1905.) 


X-Ray Treatment of Cancer.—The micro- 
scopic changes in the tissue, says E. G. Williams 
of Richmond, Va., should be our guide as to the 
therapeutic possibilities in the X-ray treatment 
of malignant growths. It is evident, he states, 
that the elements of the tissues are affected 
according to their vitality. Dead organic mat- 
ter is unaffected, and the more active the growth 
the greater the effect. Next to this is the acces- 
sibility of the tissues to the rays. Hence the bet- 
ter results with superficial or skin cancers. That 
moderately deep tissues can be affected is shown 
by experience, and the way to reach them without 
producing necrosis of overlying tissues is to 
lengthen the distance of the tube and the time 
of exposure. For deep growths, radical surgical 
measures should be recommended, as the patient 
should be given the benefit of the probability 
rather than the possibility of good results. In 
such cases, however, operation might be ra- 
tionally followed by X-ray treatment to destroy 
what may remain of the malignant growth. In- 
operable cases should be treated by the X-ray be- 
cause remarkable results have been obtained and 
the most distressing symptom of pain relieved.— 
(Journal A, M. A., May 6.) 


Protection from Roentgen-Ray Injuries.—C. 
L. Leonard, Philadelphia, calls attention to the 
serious risk that X-ray operators undergo, espe- 
cially if they follow the practice advised of test- 
ing the qualities of the rays on their hands 
with the fluorescent screen. The only practical 
method is to limit their radiated field by cover- 
ing the Crookes tube. For this purpose he uses 
a pasteboard box a little wider than the diameter 
of the tube and covered with X-ray lead foil a lit- 
tle heavier than the ordinary tea lead. This ex- 
tends two inches below the bottom of the box, 
and can be adjusted so as to limit the field to any 
extent required. It is not necessary to cover the 
anode end, and the box is held on a bracket over 
the portion of the body to be treated; if a very 
small field is required, a local shield may also be 
employed. He thinks possibly some effects are 
due to the strong induction field surrounding the 
coil which, especially in large hospitals, should 
be kept in another room, but with the controlling 
apparatus within the operator’s reach. For the 
dermatitis of the operator’s hands, he advises 
twice daily soaking in very warm water and 
scrubbing with Ejichhoff’s superfatted resorcin 
soap, followed by inunction of lanolin containing 
half an ounce of boric acid and a dram of resorcin 
to the ounce. For the acute erythema of X-ray 
treatment, he employs a stearate of zinc powder 
with 10 per cent. ichthyol, which he thinks acts 
as a prophylactic against severe burns. This 
should not be confused with stearate of zinc oint- 
ment, which may do harm.—(Journal A. M. A., 
May 6.) 


Erysipelas with an Excessive Production of 
Fibrin.—R. Floyd’s patient was a coachman, 38 
years old, who, in addition to the usual lesions 
of erysipelas, exhibited an exudate of fibrin so 


excessive and so disposed as to constitute a 
croupous inflammation presenting the same essen- 
tial characters as a croupous colitis or a croupous 
inflammation of the throat. The man presented 
symptoms of an ordinary erysipelas of the hand 
and forearm, until, on the seventh day, vesicles 
began to form. These became confluent bullz, 
extending over the dorsum of the hand and the 
lower half of the forearm. On removing their 
epidermal covering, a layer of fibrinous false 
membrane, varying in thickness from % inch to % 
inch and less, was revealed. On the thirteenth 
day the erysipelas was practically over, though 
convalescence was retarded by the slow healing 
of an ulcer on the back of the hand and wrist.— 
(Medical Record, April 22, 1905.) 
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THERAPEUTICS AND PHARMACOLOGY. 
Under the Charge of 


W. J. WILSON, JR. 


The Limitations of the Value of Nitro-gly- 
cerin as a Therapeutic Agent—Conclusions— 
1. The usual dose of nitroglycerin (1-100th 
grain) is too small to produce. any effect in 
pathological conditions. 

2. It is a perfectly safe drug to use. Even in 
the large and repeated doses used I have never 
seen any ill-effects. 

3. High arterial tension in man is not percep- 
tibly affected by it, nor is dilatation of the blood 
vessels apparent. 

4. Its effects are very transient, as shown by 
the experiments on dogs, and the ordinary doses 
of 1-100 grain every four hours could not pos- 
sibly have any effect on the arteries. 

5. Nitroglycerin is said to increase the quan- 
tity of urine in chronic Bright’s disease, but after 
keeping accurate records of the daily amount of 
urine passed, I was never able to satisfy myself 
that any increase was due to the use of this drug. 

6. I believe that in conditions due to arterial 
spasms called, suchas angina pactoris, migraine 
and asthma, nitroglycerin may be of benefit, in full 
doses often repeated, but not in arterial sclerosis, 
when the arteries themselves are more or less 
changed. , ’ 

Before closing I would like to mention a drug 
which in my experience has given the most satis- 
factory results, in relaxing the arteries and dimin- 
ishing blood pressure in arterial sclerosis. I refer 
to chloral hydrate, given in five-grain doses every 
four hours, night and day. The effects are extra- 
ordinarily uniform. The sphygmomanometer will 
generally show a marked fall of pressure in twen- 
ty-four hours, and the distressing symptom of 
headache will generally be controlled. At the 
‘New York Hospital during my service and as 
well that of my colleagues, Dr. Peabody and 
Dr. Lambert, nitroglycerin has been entirely 
discarded in arterial sclerosis and chloral hydrate 
has taken its place—(Loomis, Medical Record, 
March 18, 1905.) 


Tolerance to Nitroglycerin—In my experi- 
ence, too readily acquired tolerance to nitrogly- 
cerin is not rare, the difficulty being to so care- 
fully and intelligently regulate its administration 
that, while maintaining a constant slight effort 
on blood pressure, the increase in dose is as grad- 
ual as possible. In my case, in which 20 minims 


of pure nitroglycerin were taken daily, the patient 
had not been encouraged to increase the dose 
beyond an amount sufficient to produce more than 
a slight physiologic effect—a trifling fullness in 
the head. Yet, despite admonition as to care in 
gradual increase the patient, knowing the nature 
of his ailment, and believing that great curative 
power must reside in a drug the name of which 
suggests so much, and the effects of which on 
the vascular system were so promptly and power- 
fully exerted, apparently advanced the dose more 
rapidly than necessity demanded. Noting this, 
the drug was several times, at a few weeks in- 
tervals, temporarily discontinued, a much smaller 
amount being directed to be taken on resuming 
it than that last used; the increase was also to be 
very gradual. Notwithstanding this, doses of 50 
minims of a 10 per cent. solution four times daily 
were soon reached and continuously taken with- 
out the occurrence of any headache whatever, 
with but slight transient flushing of the face, and 
no very marked effect on arterial tension, as 
shown by the sphygmograph. A dose of 5 grains 
of pure nitroglycerin (in alcoholic solution) was 
administered by me before Professor Da Costa 
and the class in the clinic, so that there could 
be no mistake as to the amount. 

As I prescribe nitroglycerin frequently, I often 
encounter cases in which I believe similar incon- 
venient doses could soon be reached with a little 
systemic effect as in the cases just narrated, were 
a too rapid increase in the dosage to be permit- 
ted. When it is desired to employ this drug for 
a considerable period for its effects on blood 
pressure, the best rule of administration, in my 
opinion, is to so proportion the dose that the 
intervals are comparatively short—never less than 
four times daily. The amount, though sufficient 
to produce some subjective or objective effect, 


_should never be more than just necessary to 


cause the slightest feeling of fullness in the head 
or to slightly quicken the pulse. If enough is 
always taken to produce a more marked imme- 
diate result, such as flushing and slight head- 
ache, tolerance is soon acquired and a quantity 
may be early reached altogether impracticable of 
administration—(Stewart, Journal A. M. A, 
May 27, 1905.) 
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BACTERIOLOGY AND PATHOLOGY. 
Under the charge of 


H..'S. OLNEY. 


Actinomycosis.—Wright comments on the 
contradictory reports which have been made as 
to the biology of the microGrganism of actino- 
mycosis, and especially condemns the tendency 
of some writers to class with actinomycosis other 
suppurative processes, such as psuedo-tubercu- 
losis, streptothrix or cladothrix infections. He 
claims that every case of true actinomycosis will 
show the characteristic granules or “drusen” 
which are made up of dense masses of branching 
filaments and their transformation products. By 
transformation products he means the radially 
arranged club shaped bodies at the periphery of 
the granule. It is rather difficult to isolate the 
organism in pure culture, owing to the fact that 
bacteria become so intimately enmeshed in the 
dense granules that cultures are almost invari- 
ably contaminated, but he describes a_ special 
technic which is ordinarily successful. He has 
worked with microorganisms isolated in pure cul- 
tures from 13 cases in man and 2 in cattle, and 
regards them all of one species. 

It grows well only in agar and bouillon and in 
the incubator, and for this reason he thinks that 
its usual habitat is not outside the body, but that 
it is a normal inhabitant of the secretions of the 
buccal cavity and of the gastro-intestinal tract, 
both of animals and man. He believes that the 
function of the clubs (that is, the hyaline envelope 
surrounding the peripheral filament) is to protect 
the mass of the colony from any destructive action 
of the cells and juices of the tissue, as they are 
only formed when there is resistance on the part 
of the tissue toward the microérganism.—(Jour- 
nal of Medical Research, May, 1905.) 


Aneurism and Anteriosclerosis——Camac has 
investigated very thoroughly the relationship be- 
tween aneurism and arteriosclerosis, and the effect 
of syphilis on arterial disease. Some of his con- 
clusion follows: Arterial disease appears to be 
rare, almost unknown, in animals. Syphilis being 
probably peculiar to man is by this observation 
placed more firmly in the list of etiological fac- 
tors. Arterial disease in children under 6 years 
of age, even in those who are victims of congeni- 
tal syphilis, is practically unknown. In those 
from 6 to 15 years it is rare. It is found in the 
initial stage most commonly between the ages 
of 30 and 40. Arterial disease seems to be at- 
tributable to syphilis in about 32 per cent. of the 
cases, and to tuberculosis in about 16 per cent. 


The facts presented go to show that the colored 
race is affected about four times more frequently 
than the white. General arteriosclerosis seems to 
be not commonly found with aneurism, and its 
presence may be considered as evidence against 
the probable development of aneurism. 


Staining with selective stains and treating with 
a chemical which digests the tissue shows the 
elastic tissue to be free of histologic alterations, 
suggesting that this tissue undergoes molecular 


or physical rather than histological changes.— 
(Amer. Jour. Med. Sciences, May, 1905.) 


Splenic Anemia.—There has been for some 
time much diversity of opinion among various 
writers as to.what constitutes splenic anemia and 
as to what cases should be classed under this 
heading. O’Malley discusses the subject very 
thoroughly and reports a case which is fairly 
typical and the diagnosis of which is confirmed 
by microscopical examination. In his case the 
spleen extended downward to the crest of the 
ilium and inward to a finger’s breadth beyond 
the navel. The examination of the blood showed 
red blood cells, 3,000,000; hemoglobin, 80 per 
cent.; white cells, 14,000. 


Differential count: 


Se re StS 
SHUNT) TIERS ov nein dns ck cece venewedews 28.5 
SOG TEINS oasis se cersincvesseuses 6.5 
PIE 950.3445: ceeodadarercu caven 4 0.5 
PEIN: gins hse lavycuce ine Gea 15 
DOE ctv cnendxsseiieibeeee 1.0 
er rT errr rT 4.10 


A splenectomy was done in this case, but the 
patient died one week after operation. The spleen 
weighed 945 G. Microscopically it showed con- 
nective tissue hyperplasia throughout the organ. 
Splenic substance was transformed by this thick- 
ening and a marked proliferation of the endo- 
thelium was seen. All blood vessels and sinuses 
had thickened walls from the endothelial pro- 
liferation, and these cells were so packed into the 
sinuses as to fill them completely throughout most 
of the spleen. Many Malpighian bodies were 
tecognizable, but were enlarged three or four 
times by the endothelial proliferation and were 
irregular in outline. Giant cells with nuclei 


grouped centrally and peripherally were noted. 
No tubercle bacilli could be found—(Am. Jour. 
Med. Sciences, June, 1905.) 











